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Accent
no substitute

for your professional

judgment
As a physician, you have the rightto

prescribe the drug which you believe

will most benefit your patients. Now,

substitution laws make it more diffi-

cult to exercise that right. In many
states, unless you specifically direct

pharmacists to dispense your brand-

name prescription as written, they

may be required by law to substitute

another drug for your brand-name
prescription.

This means that the ultimate drug

selection is no longer yours; its

source is left to the pharmacist’s dis-

cretion. You will have forfeited your

right to prescribe as you see fit. Pre-

serve your rights. Specify that you will

accept no substitution.

When you accept

no substitutes...
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uct dispensed to your patient
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a product based upon its proven thera-

peutic performance and to select a

manufacturer that stands behind its

brand name or generic product

® You can support the kinds of re-

search programs that are vital to new
drug discovery and development

• You can help sustain important

physician, pharmacist and patient
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novative, research-oriented firms
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FROM THE DELAWARE CANCER NETWORK*

A BREAST CANCER RESEARCH PROJECT CONDUCTED BY THE

DELAWARE CANCER NETWORK

Leslie W. Whitney, M.D.

J.
M. Billingsley

In September, 1977, the Delaware Cancer Net-

work began a research project supported by the

National Cancer Institute, Division of Cancer

Biology and Diagnosis, entitled “Serum Collec-

tion from Patients Biopsied for Benign and

Malignant Breast Lesions.” This program paral-

lels two other programs in the United States,

—those in Grand Rapids, Michigan, and Colum-

bia, Missouri. The goal of these studies is to

detect breast cancer earlier by a simple blood

test and, in some cases, to avoid the excisional

biopsy of benign breast tumors. These studies

may also make it possible for a patient to be

followed for recurrent breast cancer. The sera

will also be banked for future use in evaluating

potential diagnostic tests for breast oancer.

Participating surgeons (S. P. Akana, M.D., A.

D. Balan, M.D., C. F. Edwards, M.D., A. Gelb,

M.D., C. I. Glassman, M.D., E. Y. Gledhill,

M.D, C. Karpinski, M.D., E. A. Mekanik, M.D.,

E. R. Miller, Jr., M.D, R. R. Noble, M.D, H. S.

Rafal, M.D, C. F. Richards, M.D, F. R. Santi-

ago, M.D, R. A. Teixido, M.D, and L. W.
Whitney, M.D.) discuss the project with their

applicable patients, and those who choose to

participate are referred to the Network. Once
referred, a Network staff nurse contacts the pa-

tient directly to discuss the project in greater

detail. The program entails obtaining an ounce

of blood from women prior to their breast biopsy.

If it is determined that the lesion is malignant,

then a second sample of blood is obtained a week
post-surgically, as well as one other sample

within the year. If the patient agrees to partici-

pate in the program, the research nurse will co-

ordinate the activities required, which include

scheduling the blood drawing prior to the sched-

uled biopsy, obtaining written consent from the

patient, and retrieving pertinent historical data.

The first specimen is obtained by a phleboto-

mist in the laboratory office of the hospital where

the diagnostic procedure is scheduled (Wilming-

ton Medical Center or St. Francis). Once this

sample is drawn, the Network nurse is contacted

and immediately begins to process the blood in

the laboratory facility located at the Network

Office at Twelfth and Jefferson Streets. The
procedure consists of separating the red cells

from the serum. After this is acomplished, the

serum is frozen at —76°C in preparation for

shipment to the Mayo Clinic, Rochester, Minne-

sota. There all the specimens are received from

the three participating programs where the

serum is analyzed to determine any biological

markers.

Access to specimen slides and blocks for re-

view by other pathologists is made possible by
a contract with Pathology Associates of the

Wilmington Medical Center.

Dr. Whitney is the Director of the Delaware Cancer Network.
Ms. Billingsley is Assistant Administrator of the Delaware

Cancer Network.

'An NCI-supported agency located at 1200 Jefferson Street, Wilmington. Delaware 19801. Tel. (302) 428-2113.
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Cancer Communique

This five-year program entered 65 women in

the study by the completion of its first year

(August 31, 1978). Thirty-five of these women
were diagnosed with benign breast disease and

the remaining 30 women had malignant breast

disease, which required two separate specimens.

Therefore, a total of 95 specimens were pro-

cessed in the first year of the program.

In the first four months of the second contract

year 45 women have been involved in the study.

Ten of these women were diagnosed with malig-

nant disease. A total of 55 specimens were pro-

cessed as of December 1, 1978.

The above-mentioned figures do not meet our

contract requirements. Our program was nego-

tiated on the basis that approximately 500

women would enter the study each year. Some
of the patients were missed because of patient

refusal or ineligibility; others were missed be-

cause of a lack of physician participation. We
are hoping to receive more cooperation in the

future so that we may be able to continue this

very worthwhile research project.

BE CONFIDENT WITH

THE DOCTOR’S BAG
1320 1/Vtisbmgton Street \NWmington, Detarvore
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NEGOTIATED SETTLEMENT

Physicians of Delaware have again acted in a

responsible and public-minded manner in agree-

ing to limit rises in professional fees. This year,

with a press conference held in cooperation with

Blue Cross-Blue Shield of Delaware, Inc., we
have attempted to make the public more aware

of our efforts to combat the increases in health

care costs.

As announced at that press conference, the

Medical Society of Delaware and Blue Cross-

Blue Shield of Delaware, Inc. for the third year

have entered into an agreement limiting the rise

in prevailing fees. Why was this done? And
should negotiations with Blue Cross-Blue Shield

be carried on at all regarding increases in pro-

fessional fees? Under our contract with Blue

Shield, if a prevailing fee for a procedure or ser-

vice is unworkable, impractical, or inappropriate,

Blue Shield, with the approval of the Medical Re-

view Committee, may establish as the prevailing

fee the “usual” and “customary” fee, or a fee justi-

fied by the particular circumstances involved.

( Usual means the fee most frequently charged

for a given service by an individual physician,

and customary means the range of usual fees

charged by physicians of similar training.
)
Thus,

under the terms of our contract Blue Shield has

the right to question the rises in prevailing fees.

In 1977 and again in 1978 there was an agree-

ment to limit the rise in prevailing fees, and be-

cause some of the prevailing fees for 1979 ap-

peared to be excessive, negotiations were again

initiated.

This year new forces entered into our negotia-

tions: the voluntary guidelines of President Car-

ter and the request for voluntary reduction in

fees proposed by Doctor Tom Nesbitt, President

of the AMA. Our fees were filed prior to Octo-

ber 1, 1978, and the guidelines were not issued

until October 24, 1978 by President Carter. The

majority of the fees that were filed, and these

were prior to the issuance of federal guidelines,

were already below the 7% rise in wages sug-

gested by the President. Our very competent

negotiating team, chaired by Doctor Ignatius

Tikellis, then entered into negotiations with Blue

Cross- Blue Shield in an effort to reach an agree-

ment that would be publiclv responsive and re-

sponsive to the physicians of Delaware.

As in the past two years, it was limitation of a

rise in the 90th percentile that became the mat-

ter for negotiations. Agreement was reached,

and, as each member of the Society has been

notified, this agreement limits the aggregate

weighted increase in prevailing fees to 7%. With

this agreement the rise in physician fees under

the Blue Cross-Blue Shield contract was just

6.4% for 1979. This was misinterpreted by the

press as a 6.4% limitation in physician fee in-

creases, but the actual terms of our agreement

limit the increase in the rise of the 90th percen-

tile.

Physicians of Delaware are to be commended

for their admirable restraint in fees at a time of

increasing and progressive inflation. We cannot

aptly predict what will happen to the rate of in-

flation for 1979, but under the terms of our agree-

ment a one-time adjustment can be made on June

1, August 1, or October 1, 1979 if the annual rate

of inflation exceeds 9%. Blue Cross-Blue Shield

rates for most major groups will not increase sig-

nificantly for 1979, and restraint shown by the

physicians of Delaware is in part responsible for

this.

It is not yet clear how well labor and industry

will follow the presidential guidelines. The phy-

sicians of Delaware have acted responsibly and

are attempting to set an example by their actions.

It is hoped that we will continue to show re-

straint in our fees and remain in accordance with

the voluntary guidelines. Doctor Nesbitt sug-

gested a rise in 1979 of 1% less than the prior

year, and under the terms of our recently con-

cluded agreement we are already within that

limit. Further voluntary suggestions for the

health industry released by President Carter in

November 1978 outlined a 6.5% rise for the

health industry, and our agreement with Blue

Cross-Blue Shield is within that limit. I urge

your continued cooperation in the year ahead

and thank you for your past cooperation.

Anthony L. Cucuzzella, M.D.

Del Med Jhl, Jan 1979
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“THE PHYSICIAN IS A
DECISION MAKER,AND ALMOS
EVERY DECISION HE MAKES
COSTS OR SAVES MONEY.”

—Dr. William Felts, Past Presides
American Society ofInternal Medi

More and more physicians today are beginning
realize the extent of the economic influence

they have, and are finding ways of holding

costs down.
A number of studies show that the more

physicians know about costs, the more they try

to reduce them? And this reduction can be done
without reducing the quality of care to the patie

How are they doing this? As a start they
have become thoroughly familiar with the costs

they incur on behalf of their patients. They kno
how much an X-ray costs, how much their

hospital charges for routine lab tests. They’re requesting copies of patien

hospital bills. And asking their hospitals to print the charges for diagnosti

tests right on the order sheet.

What else are physicians doing? Minimizing their patients’ hospital

stays, whenever possible. Reevaluating routine admissions procedures.

Questioning the real need of the diagnostic tests they order for their

patients. Avoiding duplicate testing. Trying to discourage their patients’

demands for unnecessary medication, treatment or hospitalization.

Compiling daily logs of their medical decisions and what they cost. And me
More physicians today realize what a tough problem we’re all faced

with. They know this is a challenge for medicine. And that physicians are

in the best position to deal with and solve the problem.

*PATIENT CARE Magazine— Outlook 1977. "Face -Off: Cost Containment vs. Chaus’,'January 1. 1977.

Lyle CB, et al. "Practice habits in a group of eight internists’,’ANNALS OF INTERNAL MEDICINE 84 (May 1976), 594-601.

Schroeder S/1 , et al. "Use of labtrratoty tests and pharmaceuticals: vartation among physicians and effect of cost audit on subsequent use’.'JOURNAL OF THE
AMERICAN MEDICAL ASSOCIATION 225 (A ug. 20. 1973). 969-73.

Blue Cross
Blue Shield
of Delaware
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THE EVALUATION OF PRIMARY ALDOSTERONISM

William L. Jaffee, M.D.

James C. Melby, M.D.

It is traditional for initial reports of any patho-

logic condition to describe the features of florid

cases. Later, the disorder is found frequently to

manifest less obvious symptoms and signs, and to

have a number of pathophysiologic variations. 1

This has been the situation with primary aldos-

teronism. Early reports emphasized the severity

of the potassium depletion and the relatively mild

hypertension. Later reports included cases with

relatively mild hypokalemia and more severe

hypertension. 1

The syndrome of primary aldosteronism, origi-

nally thought to be exclusively due to an aldos-

terone-producing adenoma, was later found also

to be caused by bilateral hyperplasia of the zona

glomerulosa of the adrenal. In addition, over-

production of other mineralocorticoids or ad-

ministration of exogenous mineralocorticoids can

mimic exactly the manifestations of primary

aldosteronism. Thus, the diagnosis of primary

aldosteronism may occasionally present difficul-

ties. Because therapy for primary aldosteronism

depends on a precise etiologic diagnosis, the

Dr. Jaffee, currently a Fellow in Endocrinology at Boston Uni-
versity School of Medicine, Boston, Massachusetts, was formerly a

resident in medicine at Wilmington Medical Center, Wilmington,
Delaware.

Dr. Melby is Professor of Medicine and Chairman of the De-
partment of Endocrinology, Boston University School of Medicine,
Boston, Massachusetts.

Supported by Grants-in-Aid #AM 12027'10, AM-07002-03,
AM-08657-13(S).

clinician is obligated to characterize the lesion

producing the syndrome.

Pathophysiology

An understanding of the pathophysiology of

primary aldosteronism is mandatory in order to

interpret the diagnostic tests employed. Aldos-

terone, the most potent of the known adrenal

mineralocorticoids, causes the distal tubule of

the nephron to retain sodium and excrete potas-

sium. Aldosterone production is known to be

controlled in part by ACTH, by sodium and po-

tassium levels, and most importantly, by angio-

tension II, which is produced in response to renin

secretion. Thus, aldosterone production may be

secondary to a variety of physiologic stimuli.

In primary aldosteronism, however, the adrenal

gland secretes large amounts of aldosterone au-

tonomously. This results in sodium retention,

volume expansion with secondary suppression

of renin, and increased blood pressure. In addi-

tion, there are urinary potassium wasting and

hypokalemia.

Because the amount of potassium excretion is

dependent upon how much sodium is delivered

to the distal tubule, either salt loading or diuretic

therapy will worsen the hypokalemia. The aug-

mentation of renal potassium wasting by salt

loading in primary mineralocorticoid excess syn-

Del Med Jrl, Jan 1979—Vol 51, No 1 11



The Evaluation of Primary Aldosteronism—Jaffee

dromes ( chloride-resistant hypokalemic alky-

losis) is in direct contrast to the amelioration of

potassium wasting seen during salt loading in

volume contraction states ( chloride-responsive

hypokalemic alkylosis). Thus, the diagnosis of

primary aldosteronism should be suggested not

only by spontaneous hypokalemia, but also by

hypokalemia induced by diuretics in the absence

of obvious causes of secondary hyperaldosteron-

ism such as congestive heart failure, cirrhosis,

nephrosis, etc. In addition, hypokalemia in-

duced by salt loading, and the finding of low

renin hypertension should raise the question of

hyperaldosteronism.

The diagnosis of the syndrome of primary hy-

peraldosteronism is based on the demonstration

of increased production of aldosterone during a

time when renin production is suppressed. Since

plasma aldosterone levels are occasionally mis-

leading and a variety of aldosterone metabolites

in variable proportions are secreted in the urine,

accurate determinations of aldosterone produc-

tion can be difficult. Because it is technically

easier to do, the standard urinary aldosterone

determination performed by many laboratories is

based on quantitation of the 18-glucuronide me-

tabolite; however, the predominant urinary me-

tabolite of aldosterone is the tetrahydro deriva-

tive, which comprises from 30 to 50 percent of

the total aldosterone excreted in the urine.2 The

most accurate measure of aldosterone production

is obtained by calculating the aldosterone secre-

tion rate (ASR) although this is not generally

available because of the technical inconvenience

of obtaining, injecting, and quantitating radio-

active aldosterone. After being on a high sodium

diet, the patient is injected with a trace dose of

tritiated aldosterone. Urine is collected for 24

hours, and the metabolities of aldosterone there-

in are separated chromatographically. The total

amount of tetrahydroaldosterone in the urine is

divided by the fraction of the labeled aldosterone

that was converted to the tetrahydro derivative,

giving the value for aldosterone production. Su-

UNIFORMS, INC.

Pull Ikw of uniforms featuring such name brands as

White Swan , Tiff'my , Whittenton, Barco, etc.

LAB COATS — CONSULTAXIOM JACKETS
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The Evaluation of Primary Aldosteronism—Jaffee

FIGURE 1

PRIMARY HYPERALDOSTERONISM

ADENOMAS HYPERPLASIA

8 AM 12 NOON 8 AM 12 NOON
SUPINE UPRIGHT SUPINE UPRIGHT

Comparison of supine and upright aldosterone levels in patients with primary aldosteronism. The diag-

nosis of adenoma or hyperplasia was established by surgery or catheterization studies. Normal supine

aldosterone, 5-10 ng/dl. Normal upright aldosterone 10-20 ng/dl.

pine and upright renin measurements should be

made during the time the ASR is performed to

insure that any increased aldosterone production

is definitely primary in nature. Once the diag-

nosis of primary aldosterone is secure, a variety

of tests can be performed to make an etiologic

diagnosis. These include physiologic evaluation,

venography, venous sampling, and scanning tech-

niques.

Types of Primary Aldosteronism

As outlined by Biglieri et al, there are four

types of primary aldosteronism: aldosterone-pro-

ducing adenoma (APA), idiopathic hyperaldos-

teronism (IHA), indeterminant hyperaldosteron-

ism, and glucocorticoid-remediable hyperaldos-

teronism.3 Although there is much overlap, pa-

tients with APA tend to have lower potassium

and renin values and higher ASR’s. Neither APA
or IHA patients suppress with exogenous miner-

alocorticoid (DOCA or 9a-fluorohydrocortisone),

whereas patients with indeterminant hyperaldos-

teronism do decrease their aldosterone output in

response to suppressive stimuli. Patients with glu-

cocorticoid-remediable hyperaldosteronism are

rare. Their hyperaldosteronism seems to be due

to an untoward sensitivity of the zona glomeru-

losa to ACTH, and corrects with suppression of

ACTH by physiologic doses of glucocorticoid.

The usual clinical problem is in distinguishing

between APA and IHA as the cause of the hyper-

aldosteronism. The major physiologic difference

is the degree of suppression in the renin-angio-

tensin system. In patients with IHA, four hours

of upright posture will usually result in a slight

elevation of the suppressed renin level and a

subsequent elevation of aldosterone. In contrast,

the patients with APA have more complete sup-

pression of renin production, and will usually

have no increase, or even show a fall, in aldos-

Del Med Jrl, Jan 1979—Vol 51, No 1 13



The Evaluation of Primary Aldosteronism—Jaffee

terone levels after four hours. These adenomas

are responsive to ACTH, and it seems that the

fall in aldosterone levels during the day corre-

sponds to the diurnal decline in ACTH.4
( Figure

1
)

Techniques of Diagnosis

As is the case with renovascular hypertension,

the correct diagnosis in hyperaldosteronism can

not be confirmed but only suggested by nonin-

vasive techniques; their primary use is in select-

ing patients for definitive diagnostic evaluation

by selective adrenal venography and venous

sampling for aldosterone levels. 5 Venography

usually detects adenomas greater than 8 mm in

diameter; smaller lesions and bilateral hyper-

plasia can be missed. Because the adrenal veins

are technically difficult to catheterize, especially

on the right, an experienced radiologist is re-

quired. In addition, rupture of the adrenal veins

with extravasation of dye and occasionally

adrenal hemorrhage or infarction can be induced.

This complication is always painful and may be

dangerous.

In our experience and in that of most investi-

FIGURE 2A

UNIVERSITY HOSPITAL PROTOCOL FOR
EVALUATION OF PRIMARY ALDOSTERONISM

Day 1 Routine laboratory tests, chest x-ray and

EKG. Salt loading with 2 gm PO meals

and HS. Continue 120 mEq Na diet.

Day 2 8 a.m. supine renin and aldosterone levels

followed by noon upright renin and aldos-

terone levels.

24-hour urine for ASR,* urinary free corti-

sol, and other steroids if indicated.

Urinary protein, creatinine, sodium, and

potassium.

Day 3 8 a.m. supine renin and aldosterone fol-

lowed by Lasix, 80 mg PO.

1 1 a.m. upright renin and aldosterone.

Start Florinef 0.1 mg PO BID x 4 doses.

Day 4 Repeat ASR,* VMA, metanephrines, and

catecholamines.

Day 5 Hypertensive IVP, iodocholesterol adrenal

scan.

‘Aldosterone secretion rate or other urinary aldos-

terone assessment if ASR not available.

gators, adrenal vein aldosterone levels are defini-

tive in differentiating APA from IHA.6 -6 The
involved gland in APA will have adrenal vein

aldosterone levels 12 to 26 times greater than the

uninvolved gland. Patients who are treated with

large doses of spironolactone prior to study may
have resolution of the suppression of the renin-

angiotensin axis with subsequent production of

aldosterone from the uninvolved gland as well

as inhibition of aldosterone production, 7 resulting

in lower ratios of aldosterone production between
the two sides. Typically, aldosterone levels from

the involved gland are grossly elevated and fre-

quently exceed 10,000 ng/dl, while aldosterone

levels from the suppressed gland approach pe-

ripheral values. In IHA, the adrenal venous aldos-

terone levels are increased on both sides, being

1000 ng/dl or more. Some reports have sug-

gested that even in IHA the left side often pro-

duces slightly more aldosterone than the right.

In normal recumbent subjects the adrenal vein

aldosterone level is usually less than 500 ng/dl.

Another technique used for differentiating IHA
from APA is the iodocholesterol scan. 8 Typically,

adenomas demonstrate unilateral accumulation

of the isotope, while bilateral hyperplasia shows

no characteristic changes. Although this tech-

nique may be diagnostic in cases with adenomas

of 1 cm or more in diameter, in our experience

most patients will require adrenal catheterization

for definitive diagnosis.

Because Boston University Hospital is a refer-

ral center for patients with hyperaldosteronism,

a protocol has been devised for the diagnostic

classification of patients with a possible diagnosis

of hyperaldosteronism. (Figures 2A, B) As an ex-

ample of some of the problems that arise in the

evaluation of primary hyperaldosteronism, the

following case is reported.

Case Report

The patient is a 51-year-old white male who
was found to be hypertensive during a hospital-

ization for appendicitis one year prior to this ad-

mission. No prior history of blood pressure evalu-

ation was available. His evaluation one year be-

fore had included a renal arteriogram which was

unremarkable. On diuretic therapy, he was

found to have hypokalemia. Evaluation of the

14 Del Med Jrl, Jan 1979
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FIGURE 2B

UNIVERSITY HOSPITAL PROTOCOL FOR EVALUATION OF PRIMARY ALDOSTERONISM

Normal Values

Aldosterone Producing

Adenoma
Idiopathic

Hyperaldosteronism

Day 2 Supine plasma renin,

ng/ ml/hr 0.6-1 ,2 <0.5 <0.5

Upright plasma renin,

ng/mg/hr 1.3-2.

2

no increase

over basal

no increase

over basal

Supine plasma
aldosterone, mcg/dl 5-10 10-100 10-100

Upright plasma
aldosterone, mcg/dl 10-30

no increase

over basal

marked increase

over basal

Tetrahydroaldosterone

mcg/24 hour urine 15-60 >60 >60
Aldosterone secretion

rate, mcg/24 hours 50-150 >150 >150

Day 3 Post-Lasix renin,

ng/ml/hr 5-7
no increase

over basal

little increase

over basal

Post-Lasix aldosterone,

mcg/dl 30-50
no increase

over basal

marked increase

over basal

Day 4 Aldosterone secretory

rate or urinary

tetrahydroaldosterone

after Florinef

Greater than

30% suppression

Nonsuppressable Nonsuppressable
unless “indeterminant

aldosteronism"

Day 5 Iodocholesterol scan Nonlocalizing Unilateral uptake Nonlocalizing

Results of laboratory studies in the evaluation of hyperaldosteronism. The renin values for upright and
past-Lasix stimulation may actually increase slightly in all forms of hyperaldosteronism, but the increases

are so small that significant rises cannot be seen in individual patients.

patient in February, 1977, showed him to be in

good health aside from a blood pressure that was

continuously about 220/150 mmHg. There were

moderate fundiscopic changes compatible with

his hypertension. Potassium varied from 3.0 to

3.7 mEq off diuretics. Plasma renin levels were

consistently low (1.3 to 1.7 ng/ml/hr) (normal

stimulated renin 5-10 ng/ml/hr, depending on

the laboratory). Plasma aldosterone levels were

in the normal range, however (5.4 to 12.8 ng/dl)

(normal aldosterone in resting state 5-10 ng/dl).

Urinary potassium was 49 mEq/24 hrs, and so-

dium was 32 mEq/24 hrs.

The data at this point suggested that the pa-

tient had low renin hypertension with a miner-

alocorticoid excess syndrome (low serum potas-

sium and urinary potassium wasting) and normal

plasma aldosterone levels; however, a urinary tet-

rahydroaldosterone determination was elevated

at 124 iig/24 hours (normal 15-50 jug/24 hrs).

Because of the confusing data, the patient was

referred to University Hospital for further evalu-

ation. Here the patients physical exam was

found to be unchanged with blood pressure still

running 220/150 mmHg without postural change.

He was evaluated as described in the protocol

listed in Figure 2 except that Florinef sup-

pression testing was not carried out because of

the severity of the patient’s hypertension. An
adrenal iodocholesterol scan was also obtained

and showed increased uptake over the right

adrenal. The results from this evaluation are

listed in Figure 3. Low renin hypertension was

again demonstrated with relatively normal aldos-

terone levels. The fall in aldosterone after four

hours of upright posture was thought typical for

an adrenal adenoma, but the slight elevation in

renin after salt depletion with furosemide was
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FIGURE 3

RESULTS OF WORKUP

Baseline Renin* Aldosterone**

8 a.m. supine 0.2 ng/ml/hr 19 ng/dl

12 N, upright 0.4ng/ml/hr 14 ng/dl

Salt depleted

8 a.m. supine 0.1 ng/ml/hr 14 ng/dl

1 1 a.m. upright

after 80 mg Lasix 0.4 ng/ml/hr 20 ng/dl

Urinary tetrahydroaldosterone 85 /xg/24 hrs (nor-

mal 15-50 /xg/24 hrs)

ASR 266 fj.g/24 hrs (normal 50-150 /i.g/24 hrs)

Urinary free cortisol 20.2 fxg/24 hrs (normal less

than 100 /xg/24 hrs)

.

The elevated urinary aldosterone with suppres-

sed renin levels confirms primary aldosteronism.

Normally, renin and aldosterone are increased

by upright posture and by salt depletion. In

this set of data, there is a small decrement of

aldosterone in response to standing, which is

compatible with an aldosterone producing ad-

enoma (APA). However, the increase in plasma

aldosterone which occurs after salt depletion is

more suggestive of idiopathic hyperaldosteron-

ism (IHA) than of APA.

*Normal supine renin 0.6-1. 2 ng/ml/hr; upright

renin 1.3-2. 2 ng/ml/hr; after Lasix, 5 ng/ml/hr.

**Normal supine aldosterone 5-10 ng/dl; upright

10-20 ng/dl.

Thus, this man had other problems contributing

to his hypertension. No further quantitative

studies have been carried out as yet to confirm

the complete ablation of autonomous mineralo-

corticoid secretion.

Discussion

This case brings out several important points.

Most important is that young patients and pa-

tients with severe hypertension should be evalu-

ated for treatable causes. It is now felt that

profiling essential hypertension into high renin,

normal renin, and low renin categories has

little relation to the success of any particular

antihypertensive program. Rather, the severity

of the hypertension tends to dictate the type and

amount of drugs used. 9 Consequently, many clini-

cians have dispensed with the hormonal evalu-

ation of what seems to be essential hypertension.

While it can be argued that the successful ther-

apy of hypertension obviates the need for looking

for treatable causes, both renovascular hyper-

tension and the hypertension of primary aldos-

teronism can be difficult to treat in the continued

presence of the lesion. Screening tests need not

be complicated or expensive, as several studies

have shown that a single stimulated renin deter-

mination can be used to suggest the diagnosis of

either renovascular hypertension or primary al-

dosteronism. 10

against this diagnosis. The aldosterone secretion

rate was grossly elevated, which in conjunction

with the suppressed renin levels confirmed the

diagnosis of primary aldosteronism.

At this time it was felt necessary to perform

an adrenal vein catheterization study with adre-

nal venography to make an etiologic diagnosis.

The data from the catheterization presented in

Figure 4 are diagnostic of a right adrenal

adenoma. In the venogram of the right side, a

2 cm adrenal adenoma was seen.

At surgery it was found that the adrenal

adenoma had been infarcted at the time of the

venous catheterization study and that its removal

was not necessary. Postoperatively the patient

had no further trouble with potassium wasting,

but his hypertension was only mildly improved.

FIGURE 4

DATA FROM ADRENAL VEIN CATHETERIZATION
STUDY

Aldosterone ng/ dl Cortisol ju-g/dl

Vena cava above 45.8 24.8

Vena cava below 39.3 16.7

R adrenal vein 13879.0 257.0

after ACTH 33979.0 838.0

L adrenal vein 23.3 6.2

after ACTH 1 17.0 50.8

The data is compatible with right adrenal adenoma
producing mostly aldosterone and some cortisol.

There is suppression of the contralateral gland.

(Right renal vein renin was 2.9 ng/ml/hr, left

renal vein renin 0.7 ng/ml/hr. Renal vein renins

are always performed at the time of catheteriza-

tion. The incomplete suppression of renin produc-

tion from the right kidney suggested a vascular

lesion of this kidney, although previous arterio-

graphy had been negative.)
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Another concept is that manifestations of min-

eralocorticoid excess in the presence of low renin

hypertension mandate a search for the source of

the mineralocorticoid. In the patient reported

here, the initial normal aldosterone levels sug-

gested that another mineralocorticoid could be

responsible for the potassium wasting and hyper-

tension. Such a pattern is seen in the hyperten-

sive forms of congenital adrenal hyperplasia (
11-

^-hydroxylase and 17-a-hydroxylase deficiencies)

and in adrenal neoplasias producing 11-deoxy-

corticosterone and corticosterone.3 These hor-

mones are also probably responsible for the min-

eralocorticoid excess seen with the ectopic ACTH
syndrome. This laboratory has reported patients

with hypertension associated with overproduc-

tion of 18-hydroxy- 11-deoxycorticosterone. 11 A
few patients have been reported with characteris-

tics of a primary mineralocorticoid excess syn-

drome but without elevation of any of the known
mineralocorticoid hormones. 12 In all cases of ap-

parent mineralocorticoid excess licorice ingestion

should be excluded.

The therapy of primary aldosteronism is based

on an understanding of the natural history of the

disease and an appreciation of the risks and bene-

fits of the various therapeutic modalities. Al-

though many physicians regard primary aldos-

teronism as a benign disease, a cavalier attitude

toward the disorder is unwarranted. In a recent

series of 136 patients with primary aldosteronism,

a broad spectrum of clinical manifestations was

observed, including four patients with malignant

hypertension and biopsy-confirmed fibrinoid ne-

crosis of renal arterioles. 13 Therefore, therapy

of this disorder should be commensurate with

the severity of the hypertension.

Once the diagnosis of an aldosterone-produc-

ing adenoma is established, most investigators ad-

vocate its removal. With preoperative localiza-

tion as described in this paper, the surgical pro-

cedure via the posterior approach has an ex-

tremely low morbidity. 11
It should be remem-

bered that hypertension is a multifactorial dis-

ease, and not all patients with adrenal adenomas

will have their blood pressure normalized by
surgery. In one recent series, only 24 of 38 pa-

tients with APA had their diastolic pressures

lowered below 100 mmHg by surgery. 16 In pa-

tients with persistent postoperative hypertension,

however, therapy of the hypertension is almost

always simplified. The total amount of antihy-

pertensive medication is reduced, and problems

with hypokalemia are usually resolved.

It has been noted that patients with primary

aldosteronism responsive to therapy with spirono-

lactone also respond well to surgery. 16 This has

led to the conclusion that these patients might

be better treated with spironolactone than sur-

gery. Long-term therapy with spironolactone,

however, often results in gynecomastia and im-

paired libido in males and menstrual irregularity

in females. Successful surgical therapy dispenses

with problems of compliance and drug complica-

tions, along with possible future problems due to

the continued presence of the adenoma.

In contrast with hypertension due to APA, the

hypertension caused by bilateral adrenal hyper-

plasia is less often controlled by spironolactone

alone. Bilateral adrenalectomy seldom results in

a long-term cure of the hypertension and causes

considerable morbidity. Consequently, therapy

of IHA is medical, usually with a combination of

agents to control the hypokalemia and the blood

pressure as needed.
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A CASE REPORT:

LEGIONNAIRE'S DISEASE IN DELAWARE

Jose G. Tiongson, Jr., M.D

Legionnaire’s disease is a recently described

acute respiratory infection caused by a distinc-

tive Gram-negative bacterium. It was an out-

break among persons attending a state conven-

tion of the American Legion in Philadelphia in

July 1976 that led to the name “Legionnaire’s

disease.” Subsequently, similar outbreaks have

been reported in Columbus, Ohio; Kingsport,

Tennessee; Burlington, Vermont; and Notting-

ham, England.

The same bacterium or antigenically related

specie has been identified retrospectively as the

cause of past outbreaks of pneumonia or febrile

respiratory illness in Washington, D.C. (1965);

Pontiac, Michigan (1968); and possibly Spain

(1973). Since August 1976 more than 100 spo-

radic cases have been identified throughout the

United States. Some of the states that have re-

ported cases include New Jersey, Minnesota,

Maine, Indiana, and Nebraska. Most of the

outbreaks have occurred in the summer, but

sporadic cases have been seen throughout the

year.

The purpose of the following communication

is to report the first recognized case of Legion-

naire’s disease in the state of Delaware.

Case Report

This patient, a 64-year-old retired Caucasian

iron worker and resident of Newark, Delaware,

was in his usual state of health until about a

week prior to admission when he started to have

fever and dry cough. He denied having chills.

His wife claimed that he had also vomited on

Dr. Tiongson is Medical Supervisor of Medical Intensive Care
Unit and Staff Member, Department of Medicine, Veterans Ad
ministration Center, Wilmington, Delaware.

several occasions. His symptoms were accom-

panied by increasing shortness of breath vvhich

made him come to the Newark Emergency Room
on the night of Februarv 7, 1978. Chest x-ray

performed there showed right and left lower

lobe infiltrates with some bilateral prominence

of bronchovascular markings. His heart was

also noted to be enlarged. (Figure 1) The patient

was transferred to the Wilmington Veterans Ad-

ministration Hospital where he was admitted.

FIGURE 1

PA chest x-ray on admission.
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His past history revealed him to be a cigarette

smoker. He consumed up to three cans of beer

a day. For the last six weeks prior to his illness

he had been taking a diet pill. His family phy-

sician had prescribed nitroglycerin for infrequent

chest pains. Shortness of breath especially on

exertion had been noted for at least the last

year. There were no unusual illnesses in the

family.

On admission he appeared in moderate respira-

tory distress with a respiratory rate of 24/minute.

His oral temperature was 37.7°C (100.1°F);

pulse rate, 110/minute; blood pressure, 122/68.

He was slow to respond to questioning. His

neck was supple; the carotid pulses were of

good quality with no bruits heard. His neck

veins were not distended; his thyroid was not

enlarged. His tongue and mucous membranes

were dry; many missing teeth were noted. Chest

expansion was symmetrical; coarse rales were

heard at both lung bases. The cardiac apex im-

pulse could not be palpated. Cardiac rhythm

was regular at 110/minute; no gallop nor mur-

murs were heard. His abdomen was soft and

non-tender; no hepatosplenomegaly was noted.

His lower extremities revealed good pulses with

no pitting edema. No focal signs were noted on

neurologic examination. His skin was warm
and dry without any rash or active dermatosis.

His initial electrocardiogram showed a sinus

tachycardia but was otherwise unremarkable.

Initial white blood count was 3800; hemoglobin

was 9.3 gm. A repeat blood count the following

morning showed a WBC of 4300 with 92% seg-

mented neutrophils, 4% bands, 2% basophils,

and 2% monocytes. Hemoglobin was 9.8 gm;

hematocrit, 30.7%; RBC, 3.76 million; MCV, 81

mcg(87±7); MCH, 26.6 (29±2). The smear

showed normocytic, normochromic red cells,

with poikilocytosis and anisocytosis.

Platelet count was 90,000. Both the PTT
and prothrombin time were normal. Initial

urinalysis showed a specific gravity of 1.023,

with 2+ protein, and 1+ occult blood. Blood

sugar, BUN, creatinine, and electrolytes were

within normal limits. His serum protein electro-

phoresis demonstrated a total protein of 5.9 mg/
dl with some elevation of the gamma globulin

but no suggestion of a monoclonal spike pattern.

Alkaline phosphatase was 94 IU (normal up to

35). CPK was 133 IU/L (normal, 2-82), SGOT
63 IU/L (normal, 7-26), LDH 390 IU/L (nor-

mal, 55-134). Total bilirubin was 1.2 mg/dl of

which 0.4 mg was direct.

Serum iron and serum iron-binding capacity

were within normal limits. The Paul Bunnel

Test for infectious mononucleosis was negative.

Cold agglutinins were positive at 1:64. Ery-

throcyte sedimentation rate was 132 mm/hour.
The reticulocyte count was 0.2%. Bone marrow
was hypercellular with normal erythroid and

granulocytic precursors and megakaryocytes.

There were abundant bone marrow iron and an

increase in the number of plasma cells. Fibrino-

gen level was within normal limits. Fibrin split

products were positive at concentrations greater

than 40 p.g/ml. Serum total complement was
normal; C3 was 68 mg/100 ml (80-120). Both

direct and indirect Coombs’ tests were negative

His initial arterial blood gas determination on

3 liters of 02/minute by nasal cannula showed

pH of 7.53, pC02 of 28.8 mm Hg, p02 of 45.3

mm Hg, and a bicarbonate of 24.5 mEq/liter.

After 40 mg of intravenous furosemide, and an

Fi02 of 35%, his pH was 7.53 and arterial blood

gases were: pC02 30.3 mm Hg, p02 47.2 mm
Hg, and bicarbonate of 25.6 mEq/liter. At 40%
and 50% O2 by mask he remained hypoxemic

with p02 of 40.7 and 43 mm Hg respectively.

He was subsequently intubated and artificially

ventilated. At 50% oxygen and 10 cm PEEP
his pH was 7.38, pC02 38.5 mm Hg, p02 55.1

mm Hg. His secretions, scanty and light pink

in color, showed WBC’s and no microorganisms

on Gram’s stain.

Erythromycin 500 mg IV every six hours was

begun. A Swan Ganz catheter inserted the next

day showed a mean pulmonary artery pressure

of 10 and a pulmonary capillary wedge pressure

of 5 mm Hg. His rectal temperature went up

as high as 39.47°C (103.5°F) (R). His WBC
rose to 21,800 with a shift to the left. On the

third day, Gram negative rods were seen on

Gram’s stain of sputum. On the same day he

developed massive hemoptysis which spontane-

ously subsided.
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Gentamicin (later switched to tobramycin)

and carbenicillin were started, and the following

day erythromycin was discontinued. The initial

sputum culture showed predominantly alpha-

hemolytic streptococci; three days after ad-

mission, repeat sputum culture showed Entero-

bacter aerogenes. Repeated blood cultures were

negative.

His arterial blood gases remained very poor

despite oxygen in concentrations as high as

100% and up to 15 cm of PEEP. Six days after

admission a tracheostomy was done without in-

cident. On the eleventh day he developed inter-

mittent episodes of sinus arrest, most evident

when his arterial pCL was low; a temporary arti-

ficial cardiac pacemaker was inserted. He then

showed slow gradual improvement; on the 13th

day PEEP was discontinued. Subsequent cultures

of tracheal aspirate showed Pseudomonas aeru-

ginosa and Proteus mirabilis, which were treated

with amikacin.

On the 21st day he was restarted on erythro-

mycin, which was given for a full 15 days. Be-

cause of a large tracheostomy stoma, there was

a problem of a huge air leak even after trying

various types of tracheostomy tubes. Four

weeks after admission he developed left-sided

pneumothorax, and a chest tube had to be in-

serted. Repeated cultures of tracheal secretions

and later of the thoracostomy tube drainage

revealed pseudomonas, which became resistant

to all antibiotics except polymixin B. Several

attempts to remove the chest tube were unsuc-

cessful; pneumothorax recurred. He later de-

veloped empyema and bronchopleural fistula

so that a closed drainage tube had to be left in

place. Three weeks later he went into shock

and subsequently died.

His acute and convalescent serum antibody

titres for the following organisms were as follows:

Acute Convalescent

Influenza A 1:1024 1:1024

Parainfluenza A <1:8 <1:8
Parainfluenza 3 <1:8 1:64

Mycoplasma pneumonia <1:8 <1:8
Adenovirus <1:8 <1:8
Legionnaire's disease UFA) 1:8 1:128

Comment

The diagnosis of Legionnaire’s disease can

probably be made on this patient based on his

clinical picture and the associated rise in anti-

body titre. A fourfold increase in titre is con-

sidered significant enough to warrant the diag-

nosis of a recent infection. A high correlation

between the clinical findings and serology has

been demonstrated and supports the specificity

of the antibody test for Legionnaire’s disease.

His clinical picture was very similar to the

majority of cases reported. Some of the atypical

features in this case are the normal WBC on

admission and the season of the year for its oc-

currence. This is the first documented case of

the disease in the state of Delaware.
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COLORECTAL CANCER AT

KENT GENERAL HOSPITAL, 1972-1976

Patricia G. Fitzpatrick, M.D.

Introduction

Carcinoma of the colon and rectum remains,

with the exception of skin cancer, the most com-

mon malignancy in the United States, with

101,000 new cases and 51,000 deaths estimated

by the American Cancer Society for 1977. 1 This

represents 12% of all cancer deaths in men, and

15% of all cancer deaths in women, surpassed

only by lung (33%) in men and breast (20%)
in women. Yet despite improvements in surgical

techniques and the addition of chemotherapeutic

agents and radiation therapy, survival statistics

have remained relatively unchanged in recent

years.

Early diagnosis is cited as one key to effecting

higher cure rates and improving survival, for the

average five-year survival rate ( adjusted for

normal life expectancy) is 71% for localized

lesions, and 43% when there is regional involve-

ment. Early detection of colorectal cancer de-

pends on patient education as to common symp-

toms and the judicious use of diagnostically

available tools such as digital rectal examination,

testing of stool for occult blood, routine procto-

sigmoidoscopy in patients over 40, since over

two-thirds of colorectal cancer occur in the sig-

moid colon and rectum, barium enema, with air

contrast studies when necessary, and colonoscopy.

The latter complements the barium enema by

confirming suspected lesions through visualiza-

tion and biopsy, thus achieving more accurate

diagnosis and better choice of treatment modali-

ties.

This paper reviews new cases of carcinoma of
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the colon and rectum treated at Kent General

Hospital in Dover, Delaware, between 1972 and

1976, with an emphasis on factors affecting diag-

nosis, treatment modalities, and survival statis-

tics. Kent General Hospital (KGH) presently

serves a community of approximately 91,900,

an increase of 12.2% over the 1970 census. Male

to female ratio is 1:1, with 17.2% non-Caucasians

and 7% over 65 years of age.

Materials and Methods

Charts were initially reviewed in accordance

with the Tumor Registry listing, which divided

cases by site into colon, rectosigmoid, and rec-

tum. Cases where the initial diagnosis and

treatment were made at another hospital and

cases of recurrences where the primary tumor had

occurred prior to 1972 were excluded from this

study. A total of 108 cases were reviewed, with

data collected from hospital charts and the office

records of attending physicians. In seven cases

patient records were incomplete, and their pres-

ent status could not be determined.

Staging of the carcinoma was made in accord-

ance with Astler and Coffer’s modification of the

Dukes’ classification.2 (Table 1)

TABLE 1

STAGING OF COLORECTAL CANCER:

ASTLER-COLLER MODIFICATION OF

DUKES’ CLASSIFICATION

A Limited to mucosa or submucosa
Bi Extension into but not through muscularis

B2 Extension to or through serosa; negative nodes

Ci Limited to serosa; positive nodes

C2 Extension through serosa; positive nodes

D Distant metastasis
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TABLE 2

DISTRIBUTION OF COLORECTAL CANCER BY SEX AND RACE vs SITE

Causacian Causacian
Males Females

Colon 18 37
Rectosigmoid/rectum 21 15

Iota! 39 52

Results

The total cancer incidence at KGH over the

five-year period studied ranged from 201 to 255

cases per year, with a mean of 226. The largest

percentage of this total ( 12.9% )
was attributed

to colorectal cancer, followed by breast (12.1%)

and lung ( 10% ) . This is compared to national

estimates where colorectal cancer represents

14.6%, lung 14.2%, and breast 13.0% of the total

incidence.

Women were affected slightly more often by

colorectal cancer than men, with a ratio of 1.3:1;

however, in rectal cancer alone this ratio was

reversed with men predominating 1.4:1. (Table

2) The occurrence among non-Caucasians

(15.7%) was slightly lower than would be ex-

pected from the local population statistics

(17.2% non-Caucasian), suggesting a slight Cau-

casian predominance. Ages ranged from 28 to

94 with the peak incidence in the seventh and

eighth decades. (Figure 1) Distribution of

cases by site within the large intestine shows the

majority of cases (56.7%) occurring in the distal

colon and rectum. (Table 3) Figures in paren-

theses represent averages of several studies as

FIGURE 1

DISTRIBUTION OF COLORECTAL CANCER BY AGE

Non-Caucasian Non-Caucasian
Males Females Total

6 9 702-38
8 9 108

determined by Wood.3 This disparity in KGH
statistics is reflected in a recent trend described

by Rhodes et al of increasing proximal and de-

creasing distal lesions. 4 Three patients in the

present study were found to have two primary

tumors at the time of surgery: one in the trans-

verse and descending colons, one in the descend-

ing and sigmoid colons, and one in the descend-

ing and rectosigmoid colon. In addition, two

other patients had double colonic primary tumors

occurring asynchronously.

Common presenting signs and symptoms are

described in Table 4. Abdominal pain was the

most frequent presenting symptom; it became

frequent the more distal the lesion. Change in

bowel habits was more frequent in left-sided

lesions. Anemia, while present with lesions

throughout the large intestine, was predominantly

mild
( >10.5 grams of hemoglobin) with tumors

of the descending colon and severe
( < 10.5 grams

of hemoglobin) with ascending colon tumors. In

the majority of patients ( 68% )
duration of symp-

toms at the time of therapy was less than six

months; most were treated within the first three

months. In the remainder, treatment delay was

primarily the result of failure by the patient to

alert a physician to symptoms ( 20% )

.

Four patients refused diagnostic workup or

treatment initially, and eight patients had nega-

tive routine diagnostic studies at the onset of

symptoms, their lesions being discovered only

after continued symptoms prompted repeat

studies. While the majority of patients (23/33)

with prolonged symptoms had advanced stage

(B2-D) lesions, it must be noted that in nearly

half of the patients with early (A, Bi) lesions,

treatment was also delayed. (Table 5) Factors

which did not appear to influence staging of

the tumor or duration of symptoms vyere lack

26 Del Med Jrl, Jan 1979
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TABLE 3

DISTRIBUTION (PERCENTAGE) OF COLORECTAL CANCER
BY SITE WITHIN THE LARGE INTESTINE

Site Percentage Site Percentage

Cecum 9.0 (6.5)* Descending colon** 7.2 ( 5.5)

Ascending Colon 9.0 (3.9)* Sigmoid* * 21.6 (14.0)

Hepatic flexure 5.4 (2.5)* Rectosigmoid* *
10.8 (12.0)

Transverse colon** 6.3 (4.9)* Rectum 24.3 (49.0)

Splenic flexure 6.3 (1.9)*

* (average % ) determined by Wood3

* *three cases with double primaries at the time of surgery

of hospitalization insurance, marital status, or

living conditions.

Routine diagnostic techniques were employed.

Rectal examination was positive in 74% of rectal

carcinomas. The remaining lesions, negative on

rectal exam, were discovered by sigmoidoscopy

and/or barium enema. Similarly, whenever sig-

moidoscopy or barium enema failed to reveal

a suspected colonic lesion, the complementary

test was usually confirmatory. Eight patients

presented to the emergency room as acute ab-

dominal emergencies and underwent exploratory

laparotomies without prior routine testing. In

only one case were all routine tests negative and

exploratory laparotomy undertaken on the basis

of clinical suspicion alone. Significantly, with

rectal exams positive in 25% and sigmoidoscopy

in an additional 21% of all cases, nearly half of

the cases reviewed were discovered by these two

routine office procedures alone.

Surgical excision, utilizing wide margins and

“no touch” technique,5 was the initial treatment

for the majority of lesions. Stage C2 lesions,

where surgery was considered palliative because

of local extension, and most stage D lesions re-

ceived post-operative chemotherapy, in the form

of 5-fluorouracil. In three cases where there

was local pelvic extension, post-operative irradi-

ation was also added. Six patients received no

treatment for their lesions; one patient refused

treatment, one had severe renal disease, and the

remainder were considered unresectable. All

six expired shortly after admission.

Table 6 examines the incidence of recurrence

in lesions receiving surgical excision alone and

considered completely resected at the time of

initial treatment. A recurrence rate of 28% is

compared to a study by Cass et al where a 37%
recurrence rate was reported.6 Since the majority

of recurrences in the present study were not dis-

covered until one to two years of follow-up and

many patients are less than 12 months post-sur-

gery, the rate reported in the present study rep-

resents a minimum value only. Fifteen percent

presented with local recurrences, 25% with local

TABLE 4

PRESENTING SIGNS AND SYMPTOMS BY SITE

WITHIN THE LARGE INTESTINE (% OF PATIENTS)

Right Colon left Colon Rectum All Sites

Abdominal pain 50 54 18 49
Bloody stools 27 51 57 48
Change in bowel habits 38 51 43 46
Anemia* 65 38 64 56
Weight loss 27 23 22 24
Palpable mass 15 23 — 14

‘Severe ( < 10.5grHb) in 82% r. colon vs 45% I. colon lesions
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TABLE 5

DISTRIBUTION BY STAGE AND DURATION
OF SYMPTOMS

Delay in Treatment f >6 mos.)

Studies Doctor

Stage No. Refused Negative Not Seen

A- 4 3 1

Bi-17 8 1 4 4
B2-30 22 1 1 6
Ci- 4 3 1

C2-22 16 1 5
D -26 18 3 5
? - 5 3 1 1

and distant metastases, and 60% with distant

metastasis alone. The majority of distant metas-

tases were to liver (53%), followed by lung

(20%), bone and brain (13.5% each).

The overall survival rate for all cases reviewed

was 48%. (Table 7) If post-operative deaths

and deaths secondary to intercurrent disease

are eliminated, this figure becomes 57%. These

figures include patients with limited follow-up.

If survival statistics are calculated only from

patients with at least three years of follow-up

(thereby eliminating 28 patients), the overall

survival drops to 32%. Obviously a longer fol-

low-up period is necessary before a more ac-

curate assessment of survival can be made.

A comparison of trends was made with a study

by Astler and Coller2 (figures in parentheses.

Table 7). They reported an overall 44% five-

year survival, with survival decreasing propor-

tionally to the depth of penetration by the tumor.

In the present study combining stage C2 and D
lesions yields a 31% survival. The variability of

figures and higher rates reported here are most

likely attributable to the shorter follow-up

period.

Discussion

The characteristics of the patient population

reviewed in this study are similar to an earlier

study at KGH by Montigney7 and other reports

in age distribution, sex, and racial differences,

primary tumor site, frequency (4%) of double

primaries occurring either synchronously or met-

achronously, and presenting signs and symp-

toms. 8
-
9

That duration of symptoms did not affect

staging at the time of treatment is supported

in a recent study by Irvin and Greaney, who
found that duration of symptoms had little bear-

ing on prognosis or survival. 10 Though a sig-

nificantly higher incidence of curative resections

occurred with early presenters (symptoms, five

months), this was not associated with improved

long-term survival. It would then appear that

the focus of early diagnosis must be aimed at

the asymptomatic patient in order to effeot im-

proved survival. Welin et al, in determining

growth rates of colorectal tumors, found doubling

times to vary from 139-1155 days. 11 Combined

with the results of a study of pulmonary me-

tastases by Collins, 12 doubling times range from

34 days to infinity, with a mean of 107 days.

Collins determined from this that distant me-

tastasis on the average occurs ten years before

diagnosis of the primary tumor is made. Pa-

tients apparently “cured” of their disease with

slow-growing tumors fail to become symptomatic

in the remainder of their lifetime and thereby

contribute to survival statistics. Patients with

faster growing tumors succumb to their disease.

It is the inability of present-day diagnostic tech-

niques to detect primary tumors before metas-

TABLE 6

INCIDENCE OF RECURRENCE FOR SURGICALLY EXCISED LESIONS

Stage None <6 mos. 6-1 2 mos. 1-2 years 2-3 years 3-4 years Yes Local Distant

A 4

Bi 12 1 1 2 2 1

B2 19 2 5 1 8 2 6

Cl 3 1 1 1

C2 11 1 6 1 8 4 6

? 3 1 1 1 1
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TABLE 7

ABSOLUTE SURVIVAL STATISTICS FOR COLORECTAL CANCER, 1972-76

living Patients Cause of Death

No Evidence No
Stage of Disease Recurrence % Survival 2° to CA Postop Unrelated Follow-up

A 4 0 100 C 1 00)

*

0 0 0 0

Bi 13 0 81 ( 67 ) 2 0 1 1

B2 1 1 1 43 |54| 7 2 7 2

Ci 3 0 75 (43) 1 0 0 0

Q 8 2 53 f 22

1

6 0 3 3

D 0 4 15 18 4 0 0

? 2 0 2 0 0 1

Total 41 7 48 36 6 1

1

7

‘Figures in parentheses from study by Astler and Colier.2

tases have occurred that explains why mortality

rates are unchanged despite advances in surgical

techniques and medical management, Collins

concluded.

Regarding advances in diagnostic technique,

colonoscopy has been utilized with regularity at

KGH only a short time, and none of the cases

currently reviewed received preoperative colon-

oscopy. In view of the changing trend in dis-

tribution of colorectal cancers within the colon,

colonoscopy as well as stool for occult blood and

barium enema will take on added importance

as diagnostic tools, and a review of new colorec-

tal cancer at KGH in several years is warranted

to determine if colonoscopy has made a signifi-

cant improvement in survival. Enthusiasm for

carcinoembryonic antigen ( CEA
)
determinations

as a screening test has generally waned with

evidence that the test is positive in many cancer-

ous and noncancerous lesions. Its value in de-

termining effectiveness of therapy and prognosis

is still being investigated. In the present study,

CEA levels were drawn in 22 patients. Of the

13 that were done at the time of initial workup,

only two were within normal limits
( < 2.5 ng/

ml): one stage Bi patient has survived three

years to date, and one with a stage B2 lesion has

been lost to follow-up. Of the 11 with elevated

CEA levels, six patients survive, four with stage

D lesions and two ( stages B2 and Ci
)
with nega-

tive physical exams after 12 months. Two pa-

tients are dead from metastatic disease, and

three patients expired shortly after admission.

Of the eight patients with normal CEA levels

postoperatively, six patients survive, one expired

with liver metastases, and one expired with liver

metastases following a secondary elevation in

the CEA level. This limited data is in agreement

with previous reports indicating that CEA levels

may be prognostically useful as an early detector

of recurrent disease once baseline levels have

been established.

A discussion of the effectiveness of adjuvant

treatment modalities must be limited in the

present study to the use of chemotherapy in the

presence of distant metastasis. It is generally

reported that 5-fluorouracil offers uncertain pal-

liation, with a response rate of 30-50%>. 13 In the

current study, eight stage D patients received

no palliative chemotherapy, and all expired

within an average of 1.4 months. Eighteen stage

D patients received postoperative chemotherapy:

14 expired with a mean survival of 12 months

and four have survived an average 16.5 months,

the longest survivor now 27 months post-diag-

nosis without evidence of recurrent disease.

Radiation therapy was utilized in only three

patients postoperatively, so conclusions as to its

benefit cannot be drawn from this study. Though
investigations of its effect and method of ad-

ministration continue, the results of Roswit et al

indicate that radiation therapy, particularly pre-

operatively, can cause regression of primary

tumors and regional nodes, control local recur-
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rences, and convert inoperable lesions to an op-

erable status, thereby improving survival. 14

Summary

Colorectal cancer at KGH from 1972-76 oc-

curred with a greater frequency in females (al-

though males predominated in rectal cancer

alone) and in Caucasians with a peak incidence

in the seventh and eighth decades of life. Rou-

tine procedures were employed in the investiga-

tion of suspected lesions, and duration of symp-

toms at the time of treatment was of no prog-

nostic signifioanoe.

Treatment included surgical excision alone for

the majority of non-metastatic disease. The high

overall survival rate of 48% must be examined

with the realization that many patients in this

study have had only short-term follow-up. De-

spite the limited number of patients involved,

adjuvant chemotherapy seemed beneficial in the

majority, prolonging survival for at least several

months, and serial CEA levels appeared to have

prognostic and therapeutic value. Additional

follow-up of the patients in the present study is

warranted to determine actual five-year survival

rates, and a review of new cases at KGH over

the next several years is indicated to determine

the benefit of colonoscopy and new diagnostic

and therapeutic techniques as they become avail-

able.
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SCHEDULING OF OFFICE HOURS

Leif C. Beck, LL.B., C.P.B.C.

Vasilios
J.

Kalocredis, J.D.

Our surveys of some medical groups have been

sought out of frustration at defects in the con-

duot of office practice. The symptoms seem to

include one or more of the following: (a) an

inability to finish office hours even reasonably

within the scheduled time; (b) a constant over-

crowding of the waiting room, with patient

gripes as to long delays: (c) disruptions caused

by numerous emergency appointments and/or

“walk-ins;” and (d) a continuing feeling that

office hours are so hectic as to be unpleasant for

doctor, staff, and perhaps patient alike. We be-

lieve that these problems are more often than

not curable if some conscientious attention and

planning are applied.

In this respect, we are particularly struck by

the occasional doctor with what we call a “God

complex.” This is the conscientious physician

who is constantly running several hours late,

whose patients adore him because of his devo-

tion and care despite the tremendous burdens

he shows, and who complains to us about the

overwhelming demands upon his time and en-

ergy. While such a doctor is invariably con-

scientious and thorough, we find too often that

he is also very poorly organized. It is as though

he prefers to take a martyrlike pride in his bur-

dens rather than change his system for greater

efficiency.

We simply submit that almost any practice

having the described problems can indeed im-

The authors are the principal consultants of Management Con
suiting for Professionals, Inc., Bala Cynwyd.

prove its office situation. In some cases, we
cannot recommend the specific changes without

extensive time in the office, but we can describe

certain principles which the practice should use

for its own self-help. Some of those principles

are discussed in this article in hopes they will

help overburdened practices.

The Doctor Himself

The primary problem of many offices running

constantly behind schedule is the doctor himself.

We too often receive aides’ complaints that the

doctor rarely arrives in time to start office hours

as scheduled. A busy office starting its schedule

30 to 60 minutes late may, of course, stay that

far behind ( or more
)
throughout the day. The

result frustrates the aides and is unfair to the

patients.

There are many legitimate reasons for a doc-

tor’s delay in beginning office hours. For sur-

geons, complications or delays occur in the op-

erating room. Hospital rounds for any doctor

may be longer on some occasions than planned.

But all too often the delays are for less than

these legitimate reasons.

In many cases, the fact of occasional justified

delays lends to a habit of delays, whether justi-

fied or not. Thus a doctor whose office schedule

begins at 10 a.m. may, for instance, begin to ac-

cept the norm of arriving at 10:30—even if he

simply stops for a cup of coffee in the hospital

lounge or visits longer than usual with other

doctors or patients. Except for really legitimate
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reasons, the physician’s failure to start office

hours on time is a symptom of bad medical prac-

tice.

Doctors should take their office obligations

seriously enough that not all hospital duties

must be over-riding. For instance, if surgery

or rounds are extending longer than anticipated,

some patient rounds might be deferred to later

in the day (where medically insignificant).

Similarly, new hospital consults often can be

handled as well after midday office hours as ten

minutes before the first office visit is scheduled.

In short, the office schedule must be respected

except where there is a true hospital priority.

Scheduling to the Doctor

If the doctor routinely enters the office after

hours begin, then serious consideration should

be given to beginning his office schedule that

much later. Some doctors’ hospital practices

have grown to the point that more time is needed

to finish rounds, and yet their schedules never

have been adapted to that fact. In such cases,

we submit the following principle: An office

schedule should be tailored to fit the practice,

and not vice versa.

There is nothing inviolate about an office

schedule. If a doctor cannot usually start until,

say, 10:30, the printed sheet should not commit

him to an earlier time. Efficiency calls for a

periodic look at the physician’s activities with

the question whether any scheduling changes

would be helpful.

First Appointment

Many offices are of necessity behind schedule

from the very first visit, with the result being a

pressure to “catch up” from that time on. If, for

example, the first patient is scheduled at 10 a.m.,

he or she will probaly not actually be seen until

10:15 or later. A patient’s arriving just ten

minutes late would contribute to this problem,

as would the need for perhaps another ten

minutes in preparing a patient ( undressing, tak-

ing blood, weight, etc.
)
before seeing the doctor.

We recommend, therefore, that practices start

their office schedules ten or fifteen minutes

earlier than the doctor really plans to see his first

patient. In the above example, scheduling one

or two patients at 9:45 would probably permit

a doctor arriving at 10:00 (or earlier to do some

paperwork) to start his hours with no delay.

This is simply an application of our rule
—

“fit the

schedule to the facts, and not vice versa.”

Wave Scheduling

All office visits are not alike, nor are all pa-

tients equally prompt. Nevertheless, most sched-

ules are printed up in inflexible, equal time slots

as though there were no variations. “Wave
scheduling” is an attempt to streamline office

schedules to conform to these differences.

There are many applications of the wave

theory. Under the basic theory, a practice sched-

uling patients every ten minutes might instead

schedule three patients every half hour and none

in between. If one of those patients is 15 min-

utes late, the other two would nevertheless have

kept the schedule intact; if one visit requires

longer than normal time, the other two might

be quick visits to average out the time usage.

The assumption, of course, is that the ten-min-

ute patient average will usually work out over

several patients and that no patient will thus

encounter more than a 20-minute delay.

Very few offices strictly apply a complete wave

system. We find, however, that modified wave

scheduling can be extremely helpful in parts of

many doctors’ appointment books. For example,

a primary care practice seeing one patient each

ten minutes might schedule two patients at 10:00,

no one at 10:10, one patient at 10:20, and then

repeat this cycle through the day. Or an OB-

GYN practice might group prenatal checkups

into certain time slots for “wave” efficiency.

Grouping Procedures for Efficiency

Another approach to greater time saving is

to analyze critically how a practice can group

various types of office visits together for more

efficiency. The answer to this problem will vary

from doctor to doctor, and we are in no position

to say how any individual should decide. What

does strike us, however, is that so few doctors

even ask themselves whether they can streamline

their work this way.

Some OB-GYN men find that they can more

rapidly and more effectively handle all their

34 Del Med Jrl, Jan 1979—Vol 51, No 1



Scheduling of Office Hours—Beck

routine OB checkups if they are grouped in suc-

cessive time slots. This would follow the well

recognized principle that greater mental effi-

ciency may arise when similar tasks are grouped

together, so that the mind need not jump across

differing problems. If such is the case for a par-

ticular practice, then it should be made known
to the receptionist. She might, for instance, be

instructed to schedule all such checkups between

10:00 and 12:00 on certain days.

Other doctors find greater efficiency by a spe-

cific mix of long and short visits, or of new and

old patients. Internists may prefer complete

physicals to be scheduled at certain parts of

each day. Whatever the preference, we urge

each doctor to question it for himself and then

to instruct his receptionist as to the desired

scheduling format.

We also suggest in many cases that a doctor

deliberately experiment with different grouping

approaches to assure he is following the most

efficient routine for himself. Deliberate atten-

tion to the possibilities may open up new ideas

for his, his office’s, and his patients’ benefit.

Scheduling Open Times

One of the prime reasons an office fails to

close on time is the onslaught of late-scheduled

patients — both emergencies and “walk-ins.”

These patients all too often are tacked onto the

end of an already crowded schedule, thus almost

assuring a longer day. When such situations

are routine, we feel the scheduling system should

recognize the facts and leave open times for

emergencies and “walk-ins.”

Probably the best time to leave open for these

patients is the next to last hour before closing.

If, for example, patients are scheduled until

5:00, we would suggest leaving the hour from

3:00 to 4:00 open until the morning of that day.

Even if more than the usual hour’s patients are

squeezed into that hour, there may be some

chance to catoh up with just a normal load dur-

ing the last hour. The principle here would be

to schedule the emergencies and “walk-ins” so

there will be some chance to catch up before

the end of the day.

We have also seen referral practices facing an

extremely serious problem. Their regular office
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schedules are filled so far into the future that

newly referred patients cannot be seen for weeks.

These new patients, and their referring physi-

cians, may be the life blood of a practice, and

the delays may cause the loss of potential future

income. The situation is particularly apt for

surgical practies in which the potential patient

may seek another doctor for his surgery rather

than wait.

We have suggested to such surgical practices

that they set aside certain “new patient hours”

in their appointment books. These would be

time slots of perhaps one hour or more which

may be filled in only with new patients until a

very few days before the day in question. The
receptionist might, for example, be instructed

that the new patient hours cannot be used for

any other purposes until the last two days; and

during those last two days she should call other

patients who may be willing to fill up those

previously reserved time slots. New patients

could thus be accommodated within only a few

days, while there should be no lost time if new
patients have not been scheduled.
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Training the Receptionist

It should be obvious that the usefulness of so

many of these special scheduling devices de-

pends upon the receptionist. This, in turn, de-

pends upon the doctor’s diligence in recruiting,

training, and regularly supervising that person.

As with so much of practice, success depends

on personnel—but personnel proficiency in turn

depends upon the doctor’s attention to it.

The doctor simply must take the time to teach

his receptionist how his hours should be struc-

tured. If the schedule is disrupted, he should

constructively discuss how corrections can be

made. And he should encourage the recep-

tionist’s own input since she may best see the

problems and the possibilities.

Likewise, the doctor must train his aide to

recognize what is truly an “emergency” requir-

ing a prompt visit and what can be deferred for

a routine later visit. She must take no chances

in uncertain situations, but she also must learn

to be extremely critical of patient requests. A
doctor’s receptionist can hardly handle this re-

sponsibility well without careful guidance from

the physician.

Color Coding of Appointment Book

One invaluable aid for receptionists is the use

of color shadings on various time slots to guide

scheduling priorities. This is useful since the

press of phone calls and patients may easily

cause a busy receptionist to forget the sched-

uling rules without a visual aid. Furthermore,

since others in the office may substitute at the

receptionist’s desk in case of illness, lunch breaks,

and the like, the visual aid may be of tremendous

help to this lesser-trained person.

One doctor’s appointment book might, for ex-

ample, have the hours from 10:00 to 12:00

shaded light red to indicate they are only for

OB checkups. The hour from 1:00 to 2:00 might

be shaded in light blue to indicate reservation

for new patients. And so on. Regardless of the

scheduling format, the color coding can make

its actual application by the receptionist much

more likely.

Office Staff Meetings

We believe that our various scheduling ideas

can best be applied to an office if all aides are

involved in the development. After all, they

see the practice from day to day with maximum
feel for its demands.

Therefore, we urge practices to hold regular

office staff meetings at which scheduling diffi-

culties can be discussed by all concerned. The

input from aides, including periodic reviews to

evaluate possible changes, should help make the

schedule book responsive to the practice—and

not vice versa.

Summary

No one or two of the ideas suggested in this

article are certain of solving any particular

office’s patient flow problems. There are, how-

ever, many possible ways to improve the situa-

tion, and they simply require the physician’s

open-minded attention. His efforts should be

directed at tailoring the schedule to fit the prac-

tice, and not vice versa.

Going home.
It’s powerful medicine.

Sometimes going home from the hospital to

recuperate is the best medicine there is. We can help by

sending qualified health care specialists home with

you. for as long as you need them Call HOME.MAKE.RS
UPJOHN® when you’re ready to go home.

relephone: 656-2551

HOMEMAKERS
UPJOHN*
A service program
of The Upjohn Company
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STAND UP AND BE COUNTED

Defensive medicine is practiced in a variety

of ways some of which are of benefit to the pa-

tient and some of which are deleterious to the

patient. One defensive maneuver which is be-

coming more popular is the obfuscated, non-

committal report. Several examples are listed:

— “The lesion is not inconsistent with . .
.”

— “This report does not necessarily exclude

a reotal lesion or a small polyp.”

— “Although no malignancy is seen, clinical

impression is most important in this type

of case.”

— “Although this could represent a normal

radiolucency in the bone in this region, I

cannot exclude the possibility of an undis-

placed hairline fracture.”

— “Borderline, consistent with noted diffuse

vascular changes.”

These are defensive maneuvers of the con-

sultant who refuses to put his reputation on the

line. He offers what he hopes is a noncommittal,

yet valid, report but places the onus of its ul-

timate interpretation squarely on the shoulders

of the man who referred him the patient.

The language of obfuscation is easy to identify

and is rapidly learned by the neophyte physician.

He is not corrected when he writes, “There is a

questionable mass in the right upper quadrant.”

He learns to straddle the fence by stating that,

“There is a suggestive swelling in the groin.”

“Essentially normal physical exam” adequately

guards the young examiner’s flank should some-

one note a finding he missed.

It’s time to stand up and be counted. Where

are the people who will report, “This breast does

not have a tumor that I can identify radiographi-

cally,” “This bone is not broken,” “This EEG is

within normal limits,” “This patient does not

have a surgical abdomen”?

If we can’t be all things to all people, we can

at least be helpful to each other.

C.I.G.

\'z

MEDICAL SCHOOL: A STRESSFUL

OBSTACLE COURSE?

Dr. Robert Coombs has recently written a

book about the adaptation of medical students to

their medical school education. Dr. Hugh Hus-

sey’s review of it in the JAMA summarized some

of Coombs’ important observations. 1

Dr. Coombs found that many medical students

who drop out early in their education do so be-

cause of “a sense of disillusionment” during the

pre-clinical years. For many students, cynicism

supplants the humanitarianism that led to medi-

cal studies. Some students “react by psycho-

logical avoidance or suppression of stresses, cop-

ing mechanisms that may well prove a hindrance

to subsequent function in clinical roles.” (The

quotation is from Dr. Hussey’s review.)

Some students become “turned on” to medicine

again during their later years of training. Almost

a quarter of these students reported that their

turn around was due to contact with physician

teachers, and that the students’ choice of spe-

cialties was greatly influenced by these physi-

cians.

At present approximately 110 different medical

students per year rotate through the Wilming-

ton Medical Center on five major services plus a

number of elective subspecialties; another dozen
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or so students spend time with physicians in

Wilmington or downstate in the physicians’ of-

fices. The factors which influence career choices

of medical students are therefore of relevance

to our community’s physicians whose attitudes

and actions may well be important factors in re-

versing students’ sense of disillusionment.

Delaware doctors privileged to interact with

students should be aware of their own great im-

portance.

B.Z.P.

V£ «?

TIMOLOL: NEW STAR IN GLAUCOMA THERAPY

As many of our readers are aware, there is

currently a new topical ophthalmic medication

available for the treatment of chronic open-angle

glaucoma and aphakic glaucoma. Timoptic

(timolol maleate) is a beta-adrenergic blocking

agent which reduces aqueous humor formation

but has not yet been associated with the side

effects seen with similar agents used in the

United Kingdom such as periocular congestion,

pupillary miosis, accommodative spasm, shal-

lowing of the anterior chamber, or decreased

dark adaptation. As well as fewer side effects,

Timoptic offers the patient convenience of twice

daily administration. One drop of 0.25% or 0.5%

solution administered b.i.d. has been found to be

more effective than 4% pilocarpine or 2% epine-

phrine. Also, it may be effective in patients who
have not adequately responded to “maximal

medical therapy.”

It is important, however, for physicians to be

aware that this topically applied beta-blocker

has shown some association with hypotension

and bradycardia; thus it may be advisable to

carefully follow patients with a fragile cardio-

vascular status at three-month intervals when
using this drug.

The benefit vs risk ratio for this new ophthal-

mic medication is so overwhelming as to war-

rant its use in many patients with open-angle

as well as those with aphakic glaucoma. The

addition of Timoptic to our armamentarium may
forestall or obviate surgery for some patients.

As with any new drug, the long-term results are

not yet in, but the optimism at its inception is

certainly deserved.

Robert Abel, Jr., M.D.

CARE OF THE DYING:

IS HOSPICE NECESSARY?

“Care of the Dying: Is Hospice Necessary?"

was the title of a recent panel discussion held

under the auspices of the Department of Family

Practice of the Wilmington Medical Center,

the Delaware Cancer Network, and the Dela-

ware Division of the American Canoer Society.

When I participated in the panel, I began by

saying that I would like to rephrase the question

and substitute a different question: Is good pa-

tient care necessary? Of course it is! But how
to get back on track? Are semantics necessary

to get us back to where we began in patient

care?

Hospice actually means the transformation of

indifference towards patients into the personal

attention patients actually deserve. Hospice

means how to make the prospect of death more

comfortable and more acceptable to the patient,

to the family, and to the professionals who care

for them all.

The Rev. Edward F. Dobihal, Jr., President

of the New Haven Hospice, Inc., pointed out

the possibility of hospice programs becoming

“fads,” enjoying transitory popularity soon lost

to newer developments. The term hospice is

derived from the term “to welcome weary trav-

ellers.” It began in 1948, in Sydenham, England.

There is now increasing interest in this country.

Hospice is not a fragmented program of care

but one which presupposes that no one person

can handle all the needs of the dying patient.

Hospice seeks to meet those multiple needs as

completely and humanely as possible. Physicians

certainly can’t do it all. I Certainly have not

been able to do it all. I have had many patients

with cancer and other terminal illnesses with

whom I had to deal alone. It left its scars. I

could have used much help during those par-

ticular times. What worries me is that this in-

novation may be used for profiteering, com-
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mercial exploitation, the lowering of standards.

Remember the exposes concerning “nursing

homes” over the past few years? Will we have

such stories concerning hospice in the 1980’s?

How to finance the hospice concept is the

greatest concern in these United States. It cer-

tainly costs less than an acute hospital bed, about

27% less. Politicians, however, now direct the

health cost dollar, and they will have to be

worked on in order to be made to understand

what we really need for the care of our seriously

ill. Therefore, let us foster the hospice concept.

But in doing so, we must train people to appreci-

ate all forms of terminal illness, regardless of

whether it’s cancer, neurological illness, or others.

Such a concept will immensely help the health

care of this country. It will help us to accept

the problems of all our aged. It will help to

stop pretending that the problems of dying pa-

tients do not exist. It will help to prevent

euphemisms which seem to abound in the United

States and to blunt our emotions. For example,

it’s a terrible thing in this country to say, “He

died;” rather, we say, “He passed away.”

Hospice will help the physician, especially our

young trainees. The physician is by training

and by design a healer; to face the death of a

patient means failure and denial, an inconsolable

condition. What is even more apparent, most

physicians are not psychologically comfortable

around the dying and may resort to extreme de-

fensive postures such as denial or intellectualiza-

tion at case conferences to avoid meaningful re-

lationships with patients.

In Feifel’s “New Meanings of Death” Dr. Gar-

field discussed the case of a young dying leu-

kemia patient and his doctor. The doctor realized

that the patient should know about his change

in diagnosis but was afraid to break the news.

It had a devastating effect on the physician, who
himself required an hour in supportive psycho-

therapy before he could go in and talk with his

patient. The “healer” of a terminally ill patient

may himself be in great need of a hospice con-

cept.

In England there are about 54 hospice beds

financed by the National Health Service. What
about the hundreds of beds actually needed for

this kind of service in this country? What is

the difference between dying in a nursing home,

many of which have terminal care patients, and

dying in a hospice? Is “hospice dying” any dif-

ferent than “nursing home dying”? The differ-

ence apparently lies in the attitudes sadly lack-

ing in nursing homes of today: bedside nursing

care attitudes, social worker attitudes, all para-

medical attitudes. Do we really need the term

“hospice” in order to practice common sense

medical care?

Do we need hospices to stop self-serving, frag-

mented medical subspecialization in physicians

as well as in nursing and other paramedical

areas? Do we need hospices to teach us why
we chose the profession of medicine or nursing?

We should be here to serve patients. If it

takes the concept (or the euphemism) “hospice”

to bring us back from whence we came, then

bring on hundreds of hospice programs; I’m all

for them.

Marvin H. Dorph, M.D., F.A.C.P.
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PROCEEDINGS OF THE

HOUSE OF DELEGATES, 1978

MEDICAL SOCIETY OF DELAWARE

RESOLUTIONS

The following resolutions were considered at

the Annual Meeting of the House of Delegates

of the Medical Society of Delaware.

Resolution 78-1

Whereas, there is indisputable evidence link-

ing cigarette smoke with serious lung disease;

and

Whereas, evidence shows that injury can occur

to non-smokers from breathing air contaminated

by cigarette smoke; and

Whereas, non-smokers have a right to breathe

clean air; and

Whereas, the physician must play a leading

role in preventive medicine; now therefore be it

Resolved

,

that smoking be banned at all meet-

ings of the Medical Society of Delaware and

Committees thereof; and be it further

Resolved, that all health-related organizations

be encouraged to do the same.

Oliver A. James, M.D.

William
J.
Holloway, M.D.

Board of Trustees

Report of the Reference Committee

The Reference Committee recommended that

the word “banned” be replaced in the “Resolved”

by the word “discouraged” so that an educational

rather than a legislative approaoh to the problem

can be made.

The House rejected the suggested amendment
and then voted to adopt the original resolution.

Resolution 78-2

Whereas, it has been proven that fluoridation

of community water supplies reduces the inci-

dence of dental decay among children by ap-

proximately 60%; and

Whereas, the complete safety of fluoridation

has been repeatedly demonstrated in extensive

scientific research; and

Whereas, fluoridation has been recommended

and endorsed bv all major national health organ-

izations of the United States; and

Whereas, many communities have demon-

strated that the fluoridation of the municipal

water supply can be accomplished safely, effi-

ciently, and inexpensively; and

Whereas, many communities have still not

fluoridated their water supplies; now therefore

be it

Resolved
, that the Medical Society of Delaware

hereby reaffirms its endorsement and approval of

fluoridation of community water supplies; and be

it further

Resolved, that the Medical Society of Dela-

ware seek introduction in the Legislature of legis-

lation to mandate fluoridation of all water sup-

plies in the State of Delaware.

Board of Trustees

Report of the Reference Committee

The Reference Committee recommended that

the second “Resolved” be eliminated.
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The House adopted the resolution as recom-

mended by the Reference Committee.

Resolution 78-3

Whereas, the impact of pressure from various

public and private bodies is increasingly en-

croaching upon the private practice of medicine;

and

Resolved, that the Medical Society of Dela-

ware adopt a unified membership policy and that

membership in the American Medical Association

be mandatory for all Medical Society of Dela-

ware members.

Board of Trustees

Report of the Reference Committee

The Reference Committee recommended that

the word “private” be eliminated in the phrase

“encroaching upon the private practice of medi-

cine” in the first Whereas, and that the resolution

then be adopted.

The House did not adopt the resolution.

Resolution 78-4

Whereas, our present Bylaws make it unduly

difficult to amend these same Bylaws at the regu-

lar sessions of the House of Delegates; and

Whereas, it has become important for the By-

laws to be kept current and appropriate to to-

day’s needs; therefore be it

Resolved, that Article XV Section I be deleted

in its entirety, and the following new Section I

be adopted in its stead:

ARTICLE XV

AMENDMENTS

Section 1

PROCEDURE

Whereas, the need for a unified organization

on the part of all physicians is essential; and

Whereas, the American Medical Association is

the logical organization that cuts across all local

and specialty societies to speak for organized

medicine; and

Whereas, the American Medical Association

increases its political “clout” in direct proportion

to its number of members and financial ability;

and

Whereas, the Medical Society of Delaware in-

creases its political impact in proportion to its

participation in the American Medical Associa-

tion; now therefore be it

These Bylaws may be amended on the ap-

proval of two-thirds (2/3) of the members of

the House of Delegates present and voting. A
proposed amendment shall not be acted on, how-

ever, until it has been considered and reported

on by the Standing Committee on Constitution

and Bylaws.

C. E. Graybeal, M.D.

Report of the Reference Committee

The Reference Committee recommended dele-

tion of the words “Constitution and” in the last

line and then adoption of the resolution.

The House of Delegates so acted.
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INTERNATIONAL SFTR METHOD OF MEASURING
& RECORDING JOINT MOTION by John J. Ger-

hardf, M.D. and Otto A. Russe, M.D., Year Book

Medical Publishers, Chicago, 1975. Price $9.50.

Paperback.

All physicians are aware of the unreliability of

the medical record. Not only are reoords fre-

quently incomplete, they are also frequently con-

fusing in terminology. The proof of their in-

adequacy is readily apparent to any investigator

who has attempted to perform a retrospective

study of clinical charts.

To accurately record joint motion, whether

normal or pathologic, has always posed prob-

lems because of differing frames of reference

and language. A classic example of this con-

fusion is provided by the definitions of the terms

varus and valgus. The common acceptance

today is bowlegs for the former and knock-knees

for the latter. The original Greek, however,

from which the words are derived refers not to

the knee but to the leg below the knee which is

“bent in”!

Many attempts have been made to devise a

system of measures and records that would be

universal in both application and meaning. This

book represents the culmination of those efforts

and should be the definitive answer in that terms

such as flexion, extension, abduction, and adduc-

tion are removed and substituted into planes of

reference which are already universally under-

stood. The reference planes are S( Sagittal),

F( Frontal), T( Transverse), and R( Rotational);

recording is done for each joint sequentially by

these designators.

The neutral point (anatomic position) or

starting point in a fixed deformity is recorded in

the middle position, with flexion becoming the

first position and extension the third position; in

the case of left and right motion, left is recorded

first and right is recorded third. For example.

in the cervical spine 40° of flexion and 30° of ex-

tension become S(40°-0°-30°). Lateral bending

to the right 45° and lateral bending to the left 30°

become F ( 30o-0°-45° ) . This is obviously a ra-

tional and time-saving system which can be uni-

versally understood. The problem is, will it be

universally adopted? The problem of “teaching

an old dog new tricks” may interfere; the re-

corder has to reorient his mind to three dimen-

sions of planes while erasing the terms flexion,

extension, and other descriptive terms.

In conclusion, this is not an exciting book, but

it is one that is vitally important to any investi-

gator who needs to record or communicate joint

motion. It is to be hoped that the system will

be universally accepted and applied.

Stephen L. Hershey, M.D.
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THERAPEUTIC PROBLEMS IN PREGNANCY edited

by P. J. Lewis, M.D., Ph.D., M.R.C.P., University

Park Press, Baltimore, 1977. 164 pp. Illus. Price

$27.50.

This book is actually the proceedings of a

symposium held at The Institute of Obstetrics

and Gynecology, London, in 1977 on various

medical complications of pregnancy and their

treatment. It is a distinctly British book with

all contributors coming from London, Oxford,

and Edinburgh. The British flavor is further

reflected in the choice of topics; over one-third

of the book is devoted to polypharmaceutical

hypertensive therapy. Also discussed are thy-

roid therapy, epilepsy, and diabetes.

The individual topics are discussed by con-

tributors who publish in that field, and the in-

formation is relatively up-to-date; the emphasis

is on drug therapy and the known and potential

effects on mother and fetus. The reader is given
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good insight into modern obstetrical therapy as

it is practiced in England.

Its disadvantages include an inclination to-

ward polypharmacy and the uncertainty of the

availability of certain therapeutic agents in the

US.

This book can be considered complementary

to the standard US text in this area, Medical

Complications During Pregnancy, but the price

($27.50) and the uncertainty of transoceanic ap-

plication may limit its usefulness.

CLINICAL PROBLEMS IN PEDIATRICS edited by

Herbert C. Miller, M.D. and Leone Mattieli, M.D.,

Year Book Medical Publishers, Chicago, 1977. 241

pp. Price $10.95. Paperback.

The preface states the purposes of this book

to be to allow the reader to test his clinical

knowledge and judgement of common and im-

portant clinical problems and to provide an op-

portunity to learn by using the discussion sec-

tions.

Clinical Problems in Pediatrics is an outgrowth

of a syllabus written for medical students, and

the content reflects this. The problems are in-

deed common and important, but the case his-

tories presented tend to be simplistic and their

solution obvious to anyone who includes children

in his medical practice. The discussion sections

suffer from being excessively didactic and no

references are given.

This book seems most appropriate for medical

students, those starting clinical pediatric rota-

tions, and practitioners who do not follow chil-

dren but desire a review.

William Funk, M.D.

Dr. Funk is a second-year family practice resident at the Wil-
mington Medical Center.
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COMPUTER POWER AND HUMAN REASON From

Judgment to Calculation by Joseph Weizenbaum,

W. H. Freeman & Company, San Francisco, 1976.

300 pp. Price $9.95.

This important book, published a couple of

years ago, is being increasingly quoted. A re-

cent front-page article in The New York Times
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discussed the outrage among other academic

computerniks regarding Weizenbaum’s major

thesis. Weizenbaum says it is time to stop try-

ing to make machines reason like people because

it can’t be done, and even if it could be, it

shouldn’t be because of the danger that . .

knowledge might become limited to what a com-

puter could understand.”

Weizenbaum’s chagrin with computers and

their over-sold friends apparently began after he

programmed a computer named Eliza (after the

Eliza of Pygmalion/My Fair Lady
)

to interact

with patients like a psychiatrist. The patients

typed in statements and the computer responded

appropriately as in this example:

Perhaps I could learn to get along with my mother.

TELL ME MORE ABOUT YOUR FAMILY
My mother takes care of me.

WHO ELSE IN YOUR FAMILY TAKES CARE OF
YOU
My father.

YOUR FATHER
You are like my father in some ways.

WHAT RESEMBLANCE DO YOU SEE
You are not very aggressive, but I think you don’t

want me to notice that.

WHAT MAKES YOU THINK I AM NOT VERY
AGGRESSIVE
You don’t argue with me.

WHY DO YOU THINK I DON’T ARGUE WITH
YOU
You are afraid of me.

DOES IT PLEASE YOU TO BELIEVE I AM
AFRAID OF YOU
My father is afraid of everybody.

WHAT ELSE COMES TO MIND WHEN YOU
THINK OF YOUR FATHER
Bullies.

DOES THAT HAVE ANYTHING TO DO WITH
THE FACT THAT YOUR BOYFRIEND MADE
YOU COME HERE

Many, psychiatrists included, took this joke

seriously, hailing it as the answer to the psychia-

trist shortage. Says Weizenbaum:

What I had not realized is that extremely short

exposures to a relatively simple computer program
could induce powerful delusional thinking in quite

normal people. This insight led me to attach new
importance to questions of the relationship between
the individual and the computer, and hence to re-

solve to think about them.

The last chapter is entitled “Against the Im-

perialism of Instrumental Reason.” Although
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Weizenbaum says that he wants its message

heard most particularly by teachers of computer

science, it should be remembered by the rest of

us, particularly those who never knew what it

was like when bills and bank statements were

prepared by people. Weizenbaum pleads that

the teacher of computer sicence “must teach the

limitations of his tools as well as their power.”

In fact, it seems to me that Weizenbaum, who
knows so much about computers, is worried.

THE NEW NURSE by E. Michael Hanton, 4th ed.,

The New Nurse, Plattsburgh, New York, 1975. 122

pp. Price $6.95 Paperback; $10.00 Hard Cover.

How awful that The New Nurse had to be

written by a male nurse, and one with the bad
taste to dedicate it to “the sweet kind gentle

nurses in American Nurseland who with com-

passion encouraged me and lightened my un-

charted way along the New Nurse ‘Pioneer

Trail’.”

His advice is so comprehensive it extends to

recommending possession of ten pairs of uni-

form shoes ( for two weeks’ wear, each pair num-
bered and worn daily in rotation) and that

clothespins be used to hold together a similar

number of sets of underwear, also numbered.

His more substantive chapter, The Nurse-Doc-

tor Relationship, is headed by Cassius’s quote,

“the fault ... is not in our stars, but in ourselves

that we are underlings.” Hanton’s advice to the

new nurse follows:

Doctors need to be taken down to the level of the

rest of humanity.—by persuasion and by law if

necessary—they may be competent professionals

but that doesn’t make them gods or deities. Neither

does it presume that nurses are their “whipping

boys” or an outlet for a vile disposition or tem-

per . . .

This is the nurse-doctor system the New Nurse

has/will inherit and in which she must work. The
only way she can change the system is to change

it.

Doctors won’t want the present system changed

to make a nurse an equal, and they certainly will

not want it changed to favor the nurse. Doctors

have a good thing going for themselves and want

to keep it that way; they want to go and do unques-

tioned and unexplaining. Most doctors treat nurses
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as second class citizens. If you know a doctor who
has married a nurse watch closely and see how
unbalanced between them is the peer order—even
though she is his wife. He will treat other nurses

in the same manner (attention, nurses whose main
plan is to marry a “rich” doctor). If the nurse

questions the treatment the doctor prescribes, the

implication the doctor makes usually is that “she

is trying to get above herself” or “she doesn’t

know her place” or that “she is not very bright.”

... He may imply that the nurse is at fault; that

no matter what, it is not his fault but hers. He
may even go so far as to attack the integrity (that’s

where it helps to have it establised) of the nurse

and her professionalism. Or the doctor may re-

turn to heaven and hurl thunderbolts.

. . . The doctor’s stature rests on his credibility.

If he makes wrong diagnoses, or prescriptions, or

guesses (and he does) wrong, his credibility may be

destroyed—at least in his own mind. Consequently

he will shift the blame without compunction; that

is one of his pre-decisions.

Most doctors will not take on themselves what
they can “put” on a nurse even if the doctor is at

fault. If there is any trouble or investigation about

a medication or a course of treatment for the pa-

tient, or anything that the doctor has prescribed

(or has not) for the patient or what was “said or

not said” by either the nurse or the doctor the

doctor will try to blame the nurse.

Perhaps the New Nurse may carry with her a

mini-tape recorder and either have daily tapes or

special tapes, or automatically make a record of

troublesome patients or situations, which can be

transcribed and witnessed by a notary public, in

order to protect herself. The nurse must watch

here that, in contentious situations, she doesn’t run

into the invasion of the privacy of the patient, the

doctor, the hospital, or the nurse herself. This may
seem “strong” talk. It is not just in major areas

that nurses are put down but in daily minutiae

from doctor to nurse that paves the way for the

steam roller tactics in the major confrontations.

. . . Perhaps the nurse should not be the employee
of the hospital but a self-employed professional

who has the same relationship to the hospital that

the doctor has. The doctor is not employed by the

hospital. He is affiliated with the hospital and

uses its facilities and brings his patients there for

treatment.

Certainly if the patient were more aware of his

rights and of the professional and legal limitations

of the doctor, there might be a change for the bet-

ter in the health field in that there would be checks

and balances at every step of the way.

Would Florence Nightingale have talked like

that? How well can physicians co-exist with

colleague nurses who are being instructed in this

Baynard Optical
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fashion? Nurse Hanton’s book is now in its

fourth printing.

THE PATIENT AS PERSON: EXPLORATION IN MEDI-

CAL ETHICS, 7th ed., by Pool Ramsey, Yale Uni-

versity Press, New Haven, 1974. 283 pp. Price

$3.95. Paperback.

Ramsey’s book was made from a set of lectures

he gave at Yale. It is subtitled, Explorations in

Medical Ethics. In his preface, Ramsey, an

academic theologian who has become one of the

most prolific and respected essayists on the sub-

ject of medical ethics, quotes two sentences as

“mottos over all that follows” in his book.

The end does not always justify the means, and

the good things a man does can be made complete

only by the things he refuses to do.

Paul A. Freund

There may be valuable scientific knowledge which

it is morally impossible to obtain. There may be

truths which would be of great and lasting benefit

to mankind if they could be discovered, but which
cannot be discovered without systematic and sustained

violation of legitimate moral imperatives. It may
be necessary to choose between knowledge and mo-
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rality, in opposition to our longstanding prejudice

that the two must go together.

James P. Scanlan

The problems involved in caring for patients

with pain whose lives might be shortened if they

receive sufficient narcotics to relieve their pain,

and in choosing donors and recipients for trans-

plant surgery or other costly medical services,

are thoroughly and thoughtfully explored from

the viewpoint of a professional moralist. Ramsey

is accomplished in comparative theology, but in

these discussions he assumes “explicit convenants

among men” a “moral quality” which is as rele-

vant in “crucial medical situations” as in any

other; these covenants and morality transcend

sectarianism.

Ramsey apparently believes that Denton

Cooley was mistaken when he stated that a heart

transplant was, even in retrospect, justified be-

cause the recipient lived eight weeks after trans-

plant surgery. Ramsey also discusses a fascinat-

ing decision made in 1842 when a seaman in

charge of a lifeboat threw out most of the men
in order to save the women and children. Such

arbitrary decisions by any man, seaman, or sur-

geon, or by any committee, are immoral, Ramsey

says. It is totalitarian and unethical to adminis-

ter or deny any sparse (ie, expensive) lifesaving

remedy on the basis of a committee’s or any in-

dividual’s “standards of worth.”

As physicians, we must begin to read more

of these books, for many universities and hos-

pitals now have professional medical ethicists

who are not physicians. Whether you agree or

disagree that this is a specialty appropriate and

valuable to medical institutions, their lectures

should be attended and their books should be

read by those on the front lines. Professional

medical ethicists are already potent voices in the

halls where political opinions are molded and

decisions are made. Physicians informed enough

to participate need to be there too.

Bernadine Z. Paulshock, M.D.
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Price $15.00.

Francesco Scavullo, better known for his Cos-
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59 women who to his aesthetic eye depict a cer-

tain measure of beauty. Many, by the usual

parameters, cannot be considered beautiful in a

physical sense, but they have a certain presence

and character that make them attractive.

He begins with a “self-do” approach covering

the usual body, face, hair, wardrobe, etc. char-

acteristics and subsequently categorizes them

through a series of standard questions for each

of the women. Interestingly enough, even those

that we consider most attractive have their

“Achilles’ heel.” Some of the cosmetic makeup and

photographic techniques to overcome the flaws

in the subjects are interesting, but on balance,

almost all of the women have a,, homogenized

appearance or that “Cosmo” cover look.

Peter R. Coggins, M.D.
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BEYOND NORMALITY: The Predictive Value of

Medical Diagnosis by R. S. Galen and S. R. Gam-
bin®, Wiley & Sons, Inc., New York, 1975. 237

pp. Price $14.95.

One of the most frequent questions asked of

the clinical pathologist by the clinician is “What

is normal for this test?” We publish normal or

reference ranges which may be of some value

but which I suspect do not help a great deal, for

how can we define normality? Dr. Edmond
Murphy gives seven definitions of the word

normal, 1 and over thirty years ago Homer Smith

was writing of the confusion that exists in all

our minds over this simple word.2

Doctors Galen and Gambino take us beyond

concepts of normality to look at the predictive

value of tests in the diagnosis of disease. They

are not the first to do this, but theirs is one of

the most readable accounts of how test sensi-

tivity, specificity, predictive value, and efficiency

can be applied in real-life situations. Examples

of applying these concepts to the diagnosis of

pheochromocytoma and phenylketonuria are dis-

cussed in considerable detail. It becomes very

clear that the prevalence of the disease is all

important in arriving at a predictive value for

a positive test. Since even common diseases

have a low prevalence in an unselected group

and since no test is 100% specific, it is not sur-

prising that most positive results on screening

a random population are false positives. We can
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increase prevalence, and hence the predictive

value of a test, by selecting our test population

on the basis of history and physical findings.

What is needed are not ‘normal values’ but

‘decision values,’ and these will vary with the

disease in question. Galen and Gambino illus-

trate this well by considering creatine kinase

values in the diagnosis of myocardial infarction.

Taking the usual upper limit of 170 U/l, for

maximum sensitivity (no missed diagnosis) the

decision value would be 85 U/l, but this would

give many false positives. For maximum spe-

cificity (negative result in the absence of dis-

ease) the cut-off value goes to about 500 U/l,

but this results in many false negatives. The

predictive value of a positive result would de-

pend on the prevalence, but the highest value

would again be in the region of 500 U/l. Lastly,

we can look at efficiency, the frequency with

which the correct answer, whether positive or

negative, is obtained. The decision value for the

highest efficiency is 240 U/l. Which cut-off

point you use depends on the consequences of

making or not making the diagnosis. Where
false positives and false negatives have equal

ramifications, efficiency should be the criterion

to use. The highest sensitivity should be used

where the disease is serious and treatable. On
the other hand, high specificity is needed where

the disease is not treatable or curable and where

a false positive result could lead to serious psy-

chologic trauma to the patient.

All this demonstrates what many of us already

intuitively know, that normal values as presently

construed have a limited value, but that intelli-

gent use of the laboratory can yield much very

useful information.

This is an excellent book which I would recom-

mend to anyone who wants to get the most in-

formation possible out of the laboratory tests

performed on his patients.

P. John Pegg, M.D.
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Speakers on
“Ask the Doctor'

Rural Health

Conference

Clinical Cardiology

Course

ACP Courses

DAFP Annual
Scientific Assembly

Speakers for February, 1979 on the Tuesday radio program (11:05 a.m., WDEL)
produced by the Medical Society of Delaware are: February 6, Bruce Matthews,
D.D.S., Children’s Dental Health; February 13, Isadore Slovin, M.D., What’s

New in Ob-Gyn; February 20, Edward Goldenberg, M.D., Coronary Artery

Disease; February 27, Margo Kanaga, M.D., Gynecological Operations.

CLINICAL NOTICES AND MEETINGS

The American Medical Association and various co-sponsors will present the 32nd

NATIONAL CONFERENCE ON RURAL HEALTH, April 18-21, Radisson-St. Paul Hotel,

St. Paul, Minnesota. For information contact: Department of Community Health Sys-

tems, Division of Medical Practice, AMA, 535 North Dearborn Street, Chicago, Illinois

60610.

The American College of Chest Physicians and the Lahey Clinic Foundation will spon-

sor the postgraduate course, “CLINICAL CARDIOLOGY—FIFTH ANNUAL SUGAR-
BUSH COURSE,” at the Sugarbush Inn, in Warren, Vermont, March 7-9, 1979. 16V4

credit hours in Category I of the AMA Physician’s Recognition Award. For further

information, please contact: Dale E. Braddy, MS, Director of Education, American

College of Chest Physicians, 911 Busse Highway, Park Ridge, Illinois 60068.

The following meetings, which fulfill Category I requirements for the AMA Physician’s

Recognition Award, will be presented by the American College of Physicians. For in-

formation contact: Registrar, Postgraduate Courses, ACP, 4200 Pine Street, Philadelphia,

Pennsylvania 19104.

INTENSIVE CARE MEDICINE, February 5-9, New York, New York.

HEMATOLOGY—FROM THE LABORATORY TO THE BEDSIDE, February 12-14, Lake

Tahoe, Nevada.

NEPHROLOGY—CURRENT THEORY AND PRACTICE, February 14-16, Montreal,

Quebec, Canada.

DIAGNOSTIC AND THERAPEUTIC DECISIONS IN PATIENTS WITH PULMONARY
DISEASE, June 6-8, Continental Plaza Hotel, Chicago, Illinois.

REVIEW OF INTERNAL MEDICINE, June 7-9, Shamrock Hotel, Houston, Texas.

ADVANCES IN INTERNAL MEDICINE ’79, June 11-15, Banff Centre, Banff, Alberta,

Canada.

HEPATOBILIARY DISEASE AND CLINICAL PRACTICE, June 27-29, Holiday Inn-

Union Square, San Francisco, California.

The 27th Annual Scientific Assembly of the Delaware Academy of Family Physicians

will be held at the Delaware Academy of Medicine on March 10. For information or

reservations contact Ms. Anne Shane Bader, 1925 Lovering Avenue, Wilmington, Dela-

ware 19806. Telephone (302) 658-7596.
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In Brief

University of The following meetings will he presented by the University of Maryland School of

Maryland Courses Medicine. For information contact: Ms. Betty Saar, Educational Coordinator, University

of Maryland School of Medicine, 10 S. Pine Street, Baltimore, Maryland 21201. Tele-

phone: (301) 528-3956.

4th ANNUAL CANCER SYMPOSIUM, International Hotel, BWI Airport, Baltimore,

Maryland, April 19-21.

ADVANCES IN TRANSFUSION AND COAGULATION BIOLOGY, Annapolis Hilton

Inn, Annapolis, Maryland, April 26-27.

REHABILITATION OF THE STROKE AND HIP FRACTURE PATIENTS, Deaton Cen-

ter, Baltimore, Maryland, May 11-12.

PROBLEMS IN EMBRYONIC AND EARLY FETAL DEVELOPMENT, Baltimore Hilton

Inn, Pikesville, Maryland, May 18-19.

5th ANNUAL FAMILY MEDICINE REVIEW, Baltimore Hilton Inn, Pikesville, Mary-

land, June 3-8.

SYMPOSIUM ON HEAD AND NECK CARCINOMAS, Baltimore Hilton Inn, Pikesville,

Maryland, June 15-16.

DERMATOLOGY DAYS, Sheraton Fontaimbleu, Ocean City, Maryland, June 21-23.

AMA National The AMA 1979 NATIONAL LEADERSHIP CONFERENCE will be held on February

Leadership 15-18 in Chicago. Registration deadline is February 1. Contact the AMA National

Conference Leadership Conference, 535 N. Dearborn, Chicago, Illinois 60610.
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Accept
no substitute

for your professional

judgment
As a physician, you have the rightto

prescribe the drug which you believe

will most benefit your patients. Now,

substitution laws make it more diffi-

cult to exercise that right. In many
states, unless you specifically direct

pharmacists to dispense your brand-

name prescription as written, they

may be required by law to substitute

another drug for your brand-name
prescription.

This means that the ultimate drug

selection is no longer yours; its

source is left to the pharmacist’s dis-

cretion. You will have forfeited your

right to prescribe as you see fit. Pre-

serve your rights. Specify that you will

accept no substitution.

When you accept

no substitutes...

• You ensure that your patient re-

ceives exactly that product you have

specified on your prescription

• You choose the quality of the prod-

uct dispensed to your patient

• You can exercise the right to select

a product based upon its proven thera-

peutic performance and to select a

manufacturer that stands behind its

brand name or generic product

• You can support the kinds of re-

search programs that are vital to new
drug discovery and development

• You can help sustain important

physician, pharmacist and patient

education services supported by in-

novative, research-oriented firms

For complete information on the drug substitution law effective in your

state, please consult your local Pfizer Representative.

© 1978, Pfizer Inc PHARMACEUTICALS
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FROM THE DELAWARE CANCER NETWORK*

COLORECTAL CANCER-SCREENING AND DETECTION

The National Cancer Institute held a Con-

sensus Development Conference on the screening

and detection of colorectal cancer in June of

1978. Representatives of many disciplines par-

ticipated in the Conference, including gastro-

enterologists, epidemiologists, oncologists, sur-

geons, pathologists, economists, internists, and

family practitioners. Special attention was de-

voted to the evaluation of stool occult blood test-

ing as a screening technique. Proctoscopic ex-

amination using a rigid sigmoidoscope was not

discussed in detail based on the fact that phy-

sicians’ utilization has been low as a consequence

of poor patient and physician acceptance. The
following conclusion and recommendations were

made in a report submitted by Dr. Dorothy R.

Brody, Program Director for Radiology in the

Preventive Medicine Branch of the Division of

Cancer Control and Rehabilitation, National

Cancer Institute.

I There is no present proof that screening for

colorectal cancer by stool occult blood test

reduces mortality from the disease in

screened populations participating in clinical

trials. More evaluation of ongoing clinical

trials is needed for assessment of survival

benefit, risk possibilities, and economic feasi-

bility. Caution is advised in the develop-

ment of recommendations about mass screen-

ing programs for colorectal cancer at this

time. This caution is based on the absence

of a clear demonstration of (a) improved

survival rate in screened individuals with

oolon cancer or, (b) a net margin of benefit

to health in comparison with the cost and

risks entailed in the future study of all posi-

tive occult blood reactions by barium enema
and endoscopy.

Dr. Whitney is Director of the Delaware Cancer Network.

'An NCI-supported agency located at 1200 Jefferson
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Leslie W. Whitney, M.D.

II Until more knowledge of the benefits and

risks of screening for this cancer site is avail-

able, mass screening demonstration pro-

grams should not be initiated by the Na-

tional Cancer Institute.

Ill Because the method for occult blood testing

is commercially available for unrestricted

use by practicing physicians or other health

care service providers, the following advice

for professional use is recommended:

a. The cost/risk/benefit indices for stool oc-

cult blood testing cannot be determined

at this time. In the fight of present in-

formation the uncontrolled application

of the method outside of special evalua-

tion studies may not represent a wise use

of health care resources, and may not be

of benefit to the recipients.

b. Where used, the techniques should be

limited to asymptomatic men and women
over the age of 40, unless there are addi-

tional personal or family risk factors.

c. When occult blood testing is used, the

following conditions should pertain:

1. A meat-free fiber diet for a reasonable

period of time before preparing the

first slide.

2. Storage of specimens for no more than

three days before testing.

3. No rehydration of slides when using

Hemooult II slides.

4. Recording of all results as positive or

negative. Doubtful readings should

be recorded as negative and traoe read-

ings as positive.

5. The handling of a single positive slide

as if all slides were positive.

Street, Wilmington, Delaware 19801. Tel. (302) 428-2113.
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d. At present all positive tests should be fol-

lowed by complete examination of the

colon by radiological and endoscopic

means.

e. Expertise and facilities for diagnosis and

treatment should be readily available for

follow-up.

f. Fecal occult blood testing should not be

used at present as a substitute for procto-

sigmoddosoopic examination or a base for

clinical decisions in patients with symp-

toms of colorectal cancer.

IV The major controlled clinical research trials

which are evaluating colorectal screening

using occult blood test should be continued.

V Because the definitive diagnosis of colorectal

cancer must be geared to the proper inter-

pretation of the pathology, including all the

histological variations in adenomas and the

pre-malignant and malignant changes that

may occur within them, the development of

a uniform interpretation and nomenclature

is needed.

VI The appropriate national professional organ-

ization should educate the radiological,

medical, and surgical communities regarding

the importance of an air contrast study, in

addition to the standard barium enema and

the radiological examination of the patient

suspected of having a neoplasm or small

polypoid lesion of the colon. Physicians

should be enoouraged to assume responsi-

bility for adequately cleaning the colon

prior to the barium enema. The risk and

expense of this radiological examination are

not justified in poorly prepared patients.

In summary, routine mass screening of large

populations for fecal ocoult blood is not recom-

mended at the present time, but greater em-

phasis is placed on adequate radiological ex-

amination utilizing adequate preparation and

air contrast studies on a routine basis in symp-

tomatic patients.

Crompton ffi
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Wilmington 478-4165
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BRITAIN’S SPLENDID EXPERIMENT—PART I

A number of proposals concerning national

health insurance have been presented to Con-

nar on Britain’s National Health Service (NHS)
to help evaluate the English system’s relevancy

to the US as changes in our own health care sys-

tem are being called for. The conference con-

tained about 40 doctors from across the US, most

of them leaders of oounty and state medical so-

cieties.

There will always be an England, I hope, and

honey yet for tea, but if anything has done its

best to rock that isle to its Preoambrian founda-

tions, it has been the English health care sys-

tem.

Fathered by Aneurin Bevan, the British NHS
was oonoeived in 1948 on a wave of post-war

idealism. At that time it was felt that expendi-

ture on complete health care for all would be

self-limiting. It was naively supposed that as

the population beoarne more healthy, there

would be less need for medical services. This

boom baby, the darling of Utopians, has now
reached the age of 30 still bearing the particular

fascination she holds as an exercise in voluntary

socialism within a free society. Yet she has suf-

fered more than serious inroads to her beauty;

Britain’s splendid experiment is a shambles.

Socialism in this case has proved to be too

oostly not only in terms of ooin of the realm,

but also in terms of appalling results to the

quality of medical service. Whether we examine

the British experience, or the younger Canadian

system, the same facts are plain: a massive bu-

reaucracy engenders enormous costs and delivers

inefficient medical care.

We should draw on their experience. Before

Del Med Jrl, Feb 1979—Vol 51, No 2

the federal government sets into motion a system

that will affect the health of all Americans and

reach into every working person’s pocket, more

information is oalled for. The public needs to

be given more facts about what it will cost and

what will be received. How muoh priority is

our government able to provide to health service

in relation to other national priorities? In Eng-

land the government supplies inadequate medi-

cal care and fails to meet the demand. The one

most important fact that is the crux of the prob-

lem (and it would be the same if US medicine

were federally controlled) is that the British

government’s method of cost containment has

been to control the demand for medicine by

severely curtailing the supply. Medical service

in England is synonymous with long waiting

lists known as “the queue.”

The British NHS divides the country into

regions, administered by civil servants, and each

region into two to three areas; each area has

districts based on population — approximately

250,000 to a district. Each district has usually

one to two aoute care hospitals. Working in the

hospital are hospital consultants, specialists who
treat patients having been referred by their

family doctors. They are paid according to their

regional standard.

The general practitioner has the greatest con-

tact with the British patient, who chooses from

a list
( of G.P.’s) available in his local post office

and contracts for service through a bureau which

keeps the reoords of patient registrations. Given

notice, either a patient or a doctor may terminate

the contract. For each patient, the doctor re-

ceives a standard capitation fee per annum with

increments for patients over 65 and for house
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oalls. There is a basic practice allowance, and

the G.P. is expected to cover his office costs. Ac-

cording to studies, doctors perceive very serious

problems to be the amount of time for each pa-

tient, the lack of incentive for complex, time-con-

suming oases, and the amount of remuneration.

Each general practitioner is allocated about

2500 patients. He sees 30-60 patients daily “in

surgery” (offioe hours) at 3-7^ minutes per con-

sultation; 25% of consultations are house oalls.

He examines the patient only 55% of the time

at initial consultation for individual illness.

The excellent training which the physician

reoeives is largely wasted because of overload-

ing, the inadequacy of facilities, and the lack of

educational nourishment onoe in praotioe.

The general practitioner is responsible for pa-

tients’ oare yet he cannot order even relatively

common tests such as gall bladder films, upper

G.I. series, or EEG. The majority of general

practitioners has no connection with the hospital,

does not attend medioal rounds or meetings or

admit patients to the hospital. For anything

other than primary care, he must do without or

allooate his patient to the hospital consultant.

The x-ray taken in the American doctor’s office

and read within 91 seconds takes a week in Eng-

land. Laboratory tests take several weeks—even

for the specimens taken during surgery for pos-

sible carcinoma.

The “queue” is a lot longer for elective surgery

and vaiiies from region to region. In Trent, for

example, one waits five years for a hernia repair,

15 years for a hip replacement. Surely the misery

of the patient who waits seven years for a pros-

tatectomy, for example, is incalculable. Patients

are often sent long distances from home for oper-

ations and procedures. Advanced techniques

are severely budgeted. Beoause of expenses,

open heart surgery is a rarity outside of London.

The hospitals themselves would give an Ameri-

can pause. There are no private or semi-private

rooms, 24-bed wards being standard. These are

largely outmoded buildings reeking of Victorian

gloom. Britons are still using hospitals built and

furnished in the 19th Century; one expects to see

digitalis growing in the garden of the Royal

Marsden Hospital.

If it takes a tight belt and a stiff upper lip to

muddle through the praotioe of medicine in the

U.K., it took yet another test of fortitude to re-

ceive a group of American doctors, aocustomed

to American standards of medicine (and not all

of them totally reticent about it), who had come

to make an investigative study. British physi-

cians—in their hospitality, their honesty, their

proficiency despite medical embarrassment, and

even in their abiding affection for Americans

—

give new meaning to the art of gallantry.

Among my colleagues, the opinion was unani-

mous: the only way the system works at all is

with the sympathy and good will of doctors and

patients for each other and a determination to

make the best out of the mess they are all in.

(To be concluded)
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“THE PHYSICIAN IS A
DECISION MAKER,AND ALMOST
EVERY DECISION HE MAKES
COSTS OR SAVES MONEY.”

—Dr. William Felts, Past President,

American Society ofInternal Medicine

More and more physicians today are beginning to

realize the extent of the economic influence

they have, and are finding ways of holding

costs down.
A number of studies show that the more

physicians know about costs, the more they try

to reduce them? And this reduction can be done
without reducing the quality of care to the patient

How are they doing this? As a start they
have become thoroughly familiar with the costs

they incur on behalf of their patients. They know
how much an X-ray costs, how much their

hospital charges for routine lab tests. They’re requesting copies of patients’

hospital bills. And asking their hospitals to print the charges for diagnostic

tests right on the order sheet.

What else are physicians doing? Minimizing their patients’ hospital

stays, whenever possible. Reevaluating routine admissions procedures.

Questioning the real need of the diagnostic tests they order for their

patients. Avoiding duplicate testing. Trying to discourage their patients’

demands for unnecessary medication, treatment or hospitalization.

Compiling daily logs of their medical decisions and what they cost. And more
More physicians today realize what a tough problem we’re all faced

with. They know this is a challenge for medicine. And that physicians are

in the best position to deal with and solve the problem.

*PATIENT CARE Magazine— Outlook 1977 "Face-Off Cost Containment vs. Chaos’.'January 1. 1977.

Lyle CB. et al. "Practice habits in a group of eight internists’,’ANNALS OF INTERNAL MEDICINE 84 (May 1976). 594-601.

Schroeder SA et al. "Use of laboratory tests and pharmaceuticals: variation among physicians and effect of cost audit on subsequent use’,’JOURNAL OF THE
AMERICAN MEDICAL ASSOCIATION 225 (A ug. 20, 1973). 969-73.
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GROUP B STREPTOCOCCAL SEPTICEMIA

IN THE NEWBORN

Herman Rosenblum, M.D.

During the month of November, 1977, three

patients with Group B streptococcal septicemia

were admitted to the Infant Intensive Care Unit

of the Wilmington Medical Center, Wilmington,

Delaware. All three expired in circulatory col-

lapse secondary to septic shock. Because of the

increase in Group B neonatal infections through-

out the country, we consider it important to alert

physicians to the need to consider this diagnostic

possibility when presented with a sick newborn.

The case histories of two of the patients are sum-

marized.

CASE REPORTS

Case 1

This para 5 infant was born to a 33-year-old,

gravida 7 mother whose expected date of con-

finement was November 24, 1977. The mother

had a precipitous delivery in bed in the labor

room on November 10. The infant weighed 4

pounds 6 ounces at birth and initially appeared

to be in good condition. Apgar scores of 8 and

9 were recorded at one and five minutes respec-

tively. Delivery was at 0805, but at 1800 on the

same day the baby had a dusky episode which

Dr. Rosenblum is Director, Department of Pediatrics, Wilming-
ton Medical Center, Wilmington, Delaware.

persisted. The infant was intubated, placed on

a ventilator, and had a catheter inserted in the

umbilical artery. The impression was that he

was in septic shock as the result of Group B
streptococcal infection.

Laboratory studies yielded the following

values: The spinal fluid had 4 white blood cells

and 5,375 red blood oells/cu mm. The peripheral

white cell count was 15,100 with 1 band and 51

per cent neutrophils in the differential. The

platelets were normal initially but dropped to

55,000 on the day of demise. RBC was 6.2 mil-

lion/cu mm, hemoglobin 21.8 g/dl, and hemato-

crit 64 per cent. The serum calcium was 9.3

mg/dl and dropped on the seoond day of life to

5.9 mg/dl. Urinalysis was normal. The initial

blood gases on November 10th showed a pH of

6.89, Pco2 of 76.4 mm Hg, total CO2 of 16.9

mEq/liter and P02 of 42 mm Hg. The infant

was blood group 0 positive, negative Coombs’.

The chest x-ray showed infiltrates compatible

with respiratory distress syndrome or Group B
streptococcal sepsis.

After obtaining blood for culture and bio-

chemical studies the patient was treated with

penicillin and kanamycin. In spite of supportive
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measures, which included administration of

blood, serum albumin, digoxin, furosemide, and

tolazoline, the patient failed to respond and

had distressing progressive deterioration. Cir-

culatory collapse developed, and the patient ex-

pired with a terminal pulmonary hemorrhage.

A Group B serotype Ic streptococcus was re-

covered from the infant’s blood and mother’s

endometrium. The mother did not have type-

specific agglutinins in her serum. This infant,

born at 0805 on November 10, died at 2329 on

November 11, 1977.

Case 2

This para 2 infant was born to an 18-year-old

mother who was a gravida 3. The mother went

into six-weeks premature labor (EDC, January

8), the first stage lasting 11 hours and 35 minutes

and the second stage three minutes. Labor had

been induced by oxytocin drip prior to delivery.

The infant was a vertex OA presentation. At

birth the infant weighed 4 pounds 11 ounces

with an Apgar score of 8 at five minutes. On
admission to the recovery room the infant dem-

onstrated mild respiratory distress. It worsened,

and she was then transferred tx> the Infant

Intensive Care Unit. The respiratory distress

was characterized by audible grunting, flaring of

the alar nasae, and chest retractions. She ap-

peared pale and cyanotic. The initial clinical

impression was that the infant was in a septic

state, most likely as a result of the Group B
streptoooooal infection.

Laboratory examinations showed a spinal fluid

with 7 white cells and 23,000 red blood cells/

cu mm. The glucose was 32 mg/dl, protein 214

mg/dl, lactic dehydrogenase 72 IU/L. Blood

sugar at the time of the tap was 52 and calcium

9.8 mg/dl. Hemoglogin was 19.6 g/dl and hema-

tocrit 63 per cent. Platelets numbered 190,000/

cu mm. Initial blood gas evaluation showed a

pH of 7.21, P

C

02 of 55.9 mm Hg, total CO2

of 23.8 mEq/L and P02 of 33 mm Hg. The

Coombs’ test was negative. Both infant and

mother were blood group O positive. Urinalysis

was normal. Blood cultures from the umbilical

artery and peripheral vein grew a Group B sero-

type III streptococcus. The same serotype was

recovered from the infant’s external auditory

canal and from the mother’s lochia. The mother

did not have agglutinins for serotype III in her

serum.

The patient was initially treated with CPAP
via nasal prongs and later by endotracheal in-

tubation and controlled ventilation. An umbilical

artery line had been inserted for the drawing of

blood gases and infusion of fluids. Antibiotics

(penicillin and kanamycin), blood, serum al-

bumin, sodium bicarbonate, tolazoline, dopamine,

furosemide, and digoxin were administered for

supportive care, but it was not possible to oorrect

the septic shock, and the infant could not be

brought out of peripheral collapse. This infant,

born at 0800 on November 27, 1977, expired at

2050 on November 28, 1977.

Discussion

Hemolytic streptococci are classified into re-

spective groups utilizing serological methods de-

veloped by Dr. Rebecca Lancefield of The

Rockefeller University. Until the 1930’s the ma-

jority of hemolytic streptococcal infections were

caused by Group A, but in the early thirties

Group B infections began to appear. In the past
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decade Group B streptococci have become one

of the most frequent pathogens in newborn in-

fants.

Group B streptococci are divided into five sero-

types: la, lb, Ic, II, and III. It is customary to

divide Group B streptococcal infections of infants

into two types—early-onset seen within five days

of birth and late-onset, which usually occurs after

seven days and up to three or four months of

age. Most of the early-onset patients have their

clinical picture developing in the first or second

day. This may take the form of apnea, cyanosis,

lethargy, jaundice, or, more strikingly, a respira-

tory distress syndrome that may be indistinguish-

able from hyaline membrane disease. It has

been demonstrated that the infection occurs

vertically in utero or during birth and that the

isolate from the infected infants will be the same

serotype as that cultured from the genital tract

of the mother. It is of interest that 30 per cent

of these patients have meningitis and more than

80 per cent of these newborns with streptococcal

meningitis will be infected with serotype III. We
recently had an early-onset patient with pancrea-

titis. The case fatality ratio is >50 per oent.

The late-onset group has a lower mortality

rate (approximately 20 per cent), and a majority

present with meningitis. Other septic foci, how-

ever, have also been described — bacteremia,

septic arthritis, impetigo, osteomyelitis, and con-

junctivitis. The majority of these patients, more

than 85 per cent, are infected with serotype III.

The pathogenesis of late infections has not been

clearly elucidated.

Because of the serious nature of Group B strep-

tococcal infections, a specific workshop on peri-

natal infections due to Group B streptococci was

held at the National Institutes of Health in

March, 1976. 1 From data based on reported at-

tack rates it was predicted that in 1977-78 from

12,000 to 14,000 babies would develop the dis-

ease and that a mortality rate of approximately

50 per cent could be expected. Neurologic se-

quellae were expected in 50 per cent of the in-

fants who survived meningitis. These mortality

and morbidity rates were expeoted even though

appropriate antimicrobial agents are available.

Prophylactic treatment of the oolonized mother
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has not been uniformly effective in preventing

the early-onset disease. One approach is to treat

infants born to colonized mothers if risk factors

such as prematurity, prolonged rupture of mem-
branes, and/or maternal fever are present. The

problem is further complicated by the faot that,

although areas such as the blood, spinal fluid,

and septic foci are sterilized, the organism is not

eliminated from the mucosal membranes. In the

treatment of early-onset disease larger doses

than usual of penicillin are recommended

(250,000 units of penicillin G/kg/day instead of

the usual 100,000 units/kg/day). The addition

of aminoglycosides to the regimen has also been

recommended. Maternal immunization with puri-

fied polysaccharide vaccine may be the most

effective solution, and investigation is proceeding

actively in this direction.
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GROUP B STREPTOCOCCAL COLONIZATION RATES

IN NEWBORN INFANTS AND PREGNANT WOMEN

Pauline N. Bruno, B.S.

T. Timothy Myoda, Ph.D.

Herman Rosenblum, M.D.

Katherine Esterly, M.D.

In recent years the Group B streptococcus has

emerged as a major cause of infection in the neo-

nate. 1 At the Wilmington Medical Center, clini-

cal experience in the newborn intensive care

nurseries emphasizes the importance of the or-

ganism in sepsis and meningitis. Based on age

at onset two clinical syndromes, early- and late-

onset, have been described. In the former, in-

fants develop sepsis and respiratory distress

within five days after birth and often within 24

hours; in the latter, meningitis, with or without

accompanying sepsis, develops, usually within

ten days of birth.

The purpose of this study was to determine

the Group B colonization rate of neonates, third

trimester women attending the High-Risk Ob-

stetric Clinic, and also a limited number of par-

turients from the clinic who had not been cul-

tured previously. The throat, ear, and umbilicus

of the newborns were cultured, the throat and

cervix of the women. All organisms recovered

were identified.

Serological identification and antibiograms

were done on the Group B isolates. Immuno-
globulin assays and antibody tests were per-

formed on cord and venous sera.

Miss Bruno is Research Associate, Alfred I. duPont Institute,
Wilmington, Delaware.

Dr. Myoda is Chief of Microbiology, Alfred I. duPont Institute,
Wilmington, Delaware.

Dr. Rosenblum is Director of Pediatrics, Wilmington Medical
Center, Wilmington, Delaware.

Dr. Esterly is Director of Nurseries, Wilmington Medical Cen-
ter, Wilmington, Delaware.

Materials and Methods

The study period extended from January 5

through February 6, 1976. Neonates were de-

livered at the General Division of the Wilming-

ton Medical Center. Cervical cultures were ob-

tained from 36-week-pregnant women attending

the High-Risk Obstetric Clinic and a few partu-

rient women from this clinic who had not been

cultured during their pre-natal visits.

Dacron swabs were used to sample the flora

from the throat, external ear canal, and base of

the umbilical cord immediately after birth, and

for throat and cervical cultures from the women.

The swabs from neonates and parturient women
were refrigerated at 4-7°C until cultured, the

interval varying from a few to 48 hours with

the majority being done within 24 hours. Swabs

from the clinic were inoculated the day of collec-

tion.

Gastric aspirates were obtained from selected

infants and blood cultures from some colonized

but asymptomatic newborns. Cord and venous

bloods were refrigerated for the same periods as

the swabs. The serum was stored at -70°C.

Neonate swabs were inoculated on tryptose

blood agar plates containing 6% defibrinated

sheep blood and incubated anaerobically at 37°C

in a Gas/Pak jar.

The throat and cervical swabs from the women
were processed in the same manner except that
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after plate inoculation the cervical swab was

placed in a selective broth medium2 (Difco

Todd-Hewitt broth containing sheep blood, nali-

dixic acid, and gentamioin sulfate), incubated

aerobically at 37°C for 48 hours, and then sub-

cultured if visible growth occurred.

After 24 hours’ incubation, beta-hemolytic

streptococcal colonies were counted and sub-

cultured for identification. After 48 hours’ incu-

bation, other colonies were subcultured on blood

agar plates for aerobic and anaerobic incubation.

Colony counts were done on the neonate primary

plates only. Gram stains were followed by ca-

talase tests on gram-positive cocci and rapid hip-

purate tests3 on catalase-negative, gram-positive

cocci. Group D streptococci were classified by

the bile esculin and SF tests.
4 Serological group-

ing of other beta-hemolytic streptococci was done

with available sera using both crude acid5 and

enzyme extracts.6 Diphtheroids were identified

by cellular morphology. Staphylococci were

tested for the production of coagulase by the tube

method. Biochemical identifications were done

on gram-negative bacilli.

Group B colonies were identified by counter-

immunoelectrophoresis. 7 One ml filtered Todd-

Hewitt broth8 was inoculated with three or four

well-isolated colonies -and incubated at 37°C

for four hours. The cells were heat-killed by

placing in the 56°C water bath for 30 minutes.

Group B antiserum was prepared by immunizing

rabbits with a Type la strain grown serially in

Difco Todd-Hewitt broth containing homologous

antiserum in order to remove the type-speoific

polysaccharide.9 The serum was absorbed with

heat-killed Group A cells.

Type identification by the capillary precipitin

method10 was done with antisera produced with

formalin treated vaccines.9
. The five type strains

under Group B, la, lb, Ic, II, and III, were kindly

supplied by Dr. Rebeooa C. Lancefield of The

Rockefeller University.

Gram stains and/or cultures were done on the

gastric aspirates. Antibiotic susceptibilities of

the Group B strains were performed using the

single disc method.

Immunoglobulins G, A, and M in cord and

venous sera were assayed using Behring diag-

nostics radial immunodiffusion plates with ap-

propriate standards and controls. Slide agglu-

tination tests to detect Group B type-specific ag-

glutinins in human sera were done using the

method of Klesius et al.
11

Results

Of the 412 neonates cultured, 1.7% carried

Group B streptococci at one or more of the three

sites sampled. Table 1 lists the serotypes and

number of colonies. This table shows that, if

conventional methods are used, the three sites

must be cultured in order to increase the possi-

bility of getting positive cultures. It appears

that the ear is the best source. Type II was the

most frequently isolated serotype.

Gram stains and/or cultures on 38 gastric as-

pirates were negative for streptococci. Blood

cultures on selected colonized neonates were

negative.

TABLE 1

Neonate No.

2122

GROUP B SEROTYPES

Throat

Negative

ISOLATED FROM NEONATES

Source

Ear

II (10 colonies) II

Umbilicus

( 1 colony)

2860 1! ( 1 colony) II* II ( 6 colonies)

1940 II ( 4 colonies) II* 11*

2244 II ( 1 2 colonies) II (11 colonies

)

II ( 15 colonies)

2756 la ( 1 colony) Negative Negative
2300 la

*
la* la

*

2614 III ( 3 colonies) III ( 1 colony) Negative

*More than 100 colonies

The colonization rate is 1.7% (7/412). Serotype II was most frequently isolated.
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FIGURE 1
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The ear produced the greatest number of iso-

lates with Staphylococcus epidermidis, diphthe-

roids, and gram-negative bacilli predominating.

There was growth in 37.4% of the ear cultures

compared with 19.6% from the throat and 24.0%

from the umbilicus. Nonhemolytic Group B
streptococci were not isolated. The bar diagram

illustrates the distribution of the most common
isolates. (Figure 1) Escherichia coli, klebsiellas,

enterobacters, and Proteus mirabilis comprised

the gram-negative bacilli. “Miscellaneous” in-

cludes alpha and non-hemolytic streptococci, a

Group G streptococcus, Staphylococcus aureus.

Staphylococcus citreus, yeasts, and several non-

identified Bacillus species.

Table 2 lists the cervical culture results from

High-Risk Obstetric Clinic patients. A total of

45 third-trimester pregnant women and 15 partu-

rient women were cultured. Eight of the preg-

nant women (17.7%) were oolonized. Since the

single cervical swab was first used to inoculate

the blood agar plate, there was better reoovery

on this medium. None of the parturient women
was oolonized. Only one woman from each

TABLE 2

GROUP B SEROTYPES ISOLATED FROM
36-WEEK PREGNANT WOMEN

Cervical

Selective

Patient No. Blood Agar Broth Medium

8453 Negative II

2780 II ( 2 colonies) II

SI 36 II ( 1 0 Colonies

)

II

6508 III ( 1 colony) Negative
7501 III ( 6 colonies) 111

8353 III { 4 colonies) No Growth
6905 II ( 1 2 colonies) II

S208 lb ( 1 colony) No Growth

17.7% (8/45) third-trimester pregnant women
were colonized.

group carried Group B streptocoooi in the throat

(less than 1% of Serotype II). Throat cultures

do not appear to be of any value. Nonhemolytic

Group B streptococci were not isolated.

Table 3 lists the agglutinins present in colo-

nized and noncolonized maternal and cord sera.

Colonization more than doubles the number of

agglutinin-positive sera. In women, the percent-

age increases from 21.9% to 57.1%; in neonates,

from 10.6% to 33.3%. Serotypes and type-

specific agglutinins are compared in Table 4.

With one exception they were the same. A
serotype III mother had Type II agglutinins.

Table 5 tabulates type-specific agglutinins in

noncolonized women and neonates. We found

Types I a and Ic (they both share the same type-

specific polysaccharide antigen), lb, II, and III

in both maternal and cord sera. Unfortunately

we did not have pairs. Klesius et al reported

Type lb in four maternal cord pairs, Type III in

nine maternal sera only. 11

TABLE 3

GROUP B TYPE-SPECIFIC AGGLUTININS IN HUMAN SERA

Colonized Noncolonized

Source Number of Sera Agglutinin -j- Sera Number of Sera Agglutinin -f- Sera

Maternal 7 4 (57.1%) 41 9 (21.9%)
Cord 6 2 (33.3%) 359 38 (10.6%)
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TABLE 4

SEROTYPES AND TYPE-SPECIFIC AGGLUTININS IN COLONIZED WOMEN AND NEONATES

Women la

Serotype 0
Agglutinins 0

Neonates
Serotype 1

Agglutinins 0

lb

1

0

0
0

Ic II III

0 3 3

0 3 1

Total

7
4

0 4 1

0 2 0
6
2

All Group B isolates were sensitive to peni-

cillin; 89% were resistant to tetracycline. The

type representatives whioh were identified by

Dr. Lancefield many years ago are sensitive to

tetracycline. Immunoglobulins G, M, and A in

both oord and venous sera were within normal

ranges.

Discussion

Reported Group B streptococcal colonization

rates for neonates and pregnant women have

varied widely, the highest obtained with selec-

tive media or multiple cultures. Neonates range

from 1.2% to 37.0%, cervical/vaginal from 4.6%

to 29.0%. Increased rates for vaginal cultures

may reflect rectal contamination. 12 There is

some evidence that rates vary in different sec-

tions of the country or among different popula-

tion groups. 13

With the addition of a selective broth, isolation

from newborns rose from 1.7% to 5.4% in a

1977 survey. The addition of a second cervical

swab for selective broth inoculation did not in-

crease the recovery from pregnant women. In

fact, the rate decreased from 17.7% to 6.3%
when the sampling increased from 45 to 205

women (P. N. Bruno, unpublished data).

What is the value of cultures and agglutina-

tion tests? Will they help identify the mother

whose infant will be at risk? Colonized women
and their neonates are more likely to have agglu-

tinins. In the 1977 survey, we found that 83%
of these infants will have the same agglutinins

as their mothers. Because agglutinins cross the

placental barrier, the high-risk mother may pro-

tect her infant even though both are colonized.

The best method of handling pregnant women
with positive cultures has not been established.

Although antibiotics eradicate the organism, re-

infection by sexual partner or by rectal contami-

nation may occur.

Infection rates of 2-3 per 1,000 live births and

a mortality rate of 1 per 1,000 live births have

been calculated. 14,15 In Dallas, Texas, the inci-

dence rose from 0.6 cases per 1,000 deliveries in

1972 to 4.2 cases per 1,000 in 1975. 16 Over a ten-

year period from 1965 through 1975, 23 Group B
neonatal infections with four deaths were re-

corded at the Wilmington Medical Center (un-

published data courtesy of Elvyn G. Scott, form-

erly Chief Microbiologist). In 1976, there were

six infections with one death, and in 1977, 12 in-

fections with three deaths. The infection rate has

increased from 1.11 to 2.08 per 1,000 live births

TABLE 5

TYPE-SPECIFIC AGGLUTININS IN NONCOLONIZED WOMEN AND NEONATES

Source

Number of

Sera la (Ic) lb II III

Agglutinin

+
Maternal 41 1 3 1 4 9
Cord 359 2 11 1 24 38
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and the mortality rate from 0.18 to 0.52 per 1,000

live births.

Group B has also been recovered from infants

with ventriculitis and osteomyelitis.

Summary

The incidence of Group B infections is increas-

ing in the Wilmington area even though colo-

nization rates are low. There is evidence that

the immune status of the mother may determine

the immune status of the newborn. A relatively

simple method to detect agglutinins in human
sera is available.
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In 1912, Elliot Smith described from the view-

point of an anatomist the mummified remains of

the kings and queens of the New Kingdom of

Egypt (1575 B.C. to 1070 B.C.). 1 Their mum-
mies had been deposited in two hiding plaoes at

Thebes; the first cache, discovered in 1881, was

in the reused tomb of the early Eighteenth Dyn-
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A similar presentation was made to the Medical Society of
Delaware at its 189th Annual Meeting in 1978.

asty Queen Inhapy at Deir el-Bahari, and the

second find, made in 1898, was in the tomb of

King Amenhotep II of the middle Eighteenth

Dynasty. From these two caohes were recovered

the mummies of most of the kings of the New
Kingdom and a number of the queens. The

mummies had been hidden in these two tombs

about 3000 years ago after robbers had plun-

dered the original tombs of the kings and queens

in the Twentieth Dynasty. During the Twenty-

first Dynasty, these mummies were collected and

restored or rewrapped, since for the most part

they had been badly damaged by tomb robbers

looking for treasures placed on the mummies be-

neath the wrappings.

In a number of oases no identification whatso-

ever was found on the wrappings or coffins of

these mummies. This should not be completely

surprising since the grave robbing had occurred

over a long period of time, and the royal mum-
mies, after having been badly damaged at the

hands of the grave robbers, had been moved
from place to place for safety. The priests of
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FIGURE 1

The Elder Lady, now known to be Queen Tiye

the Twenty-first Dynasty were rewrapping mum-
mies some of which were even then as old as

500 years.2

Some of the royal mummies’ identities are

therefore in question; perhaps none is more in-

triguing than that of No. 61070, titled by Smith

“The Elder Lady in the tomb of Amenhotep II”

(/, p. 38). He describes her as “a middle-aged

woman with long (0 m. 30 cent), brown wavy,

lustrous hair . . . the left hand was tightly

clenched, but with the thumb fully extended; it

is placed in front of the manubrium stemi, the

forearm being sharply flexed upon the brachium.”

(Figure 1)

One of us (E.F.W.
)

has suggested that the

unique position of the arms of this lady indi-

cated that she was of great importance and was
perhaps Queen Hatshepsut or Queen Tiye. The
former queen had indeed ruled Egypt as a pha-

raoh and had assumed the titles and raiment of

a king as depicted in temple scenes and in statu-

ary after the death of her husband Thutmosis II

and during her coregency with her steps-ton

90

Thutmosis III, who had been bom to Thutmosis

II by a minor queen. Queen Tiye was the be-

loved wife of Amenhotep III and mother of the

heretic pharaoh Amenhotep IV who ohanged

his name to Akhenaton. Her importance during

her husband’s reign and the reign of her son

Akhenaton was reflected in statuary, inscriptions,

and reliefs in temples and tomb chapels. She

was even involved in diplomatic correspondence

with heads of foreign states. Representations of

a qiieen or princess in a statue at Karnak illus-

trate a similar arm position to that of the mum-
my 61070.

Since 1967, the University of Michigan, to-

gether with the Egyptian Department of Antiqui-

ties, has been conducting an investigation of the

royal mummy collection in the Egyptian Museum
in Cairo. In order to expand the studies of

Smith, whose observations had necessarily been

limited to visual examinations, the Michigan team

used a radiographic approach, which was in fact

/

FIGURE 2A

Mummy case of Thuya
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suggested by Smith in 1912. Not only were

conventional full body x-rays obtained from the

ventral position, but also cephalometric or spe-

cially oriented, lateral head plates were obtained.

The cephalograms are similar to those obtained

in the orthodontist’s office, and they permit the

comparison of measurements between one cepha-

logram and another. A special oephalometer,

developed by one of us (A.T.S.), uses an optical

orienting device which directs the oentral x-ray

beam through porion (the ears), where conven-

tionally it is accomplished mechanically with

ear rods. The delicate condition of the mummies
and the fact that most of their ear openings are

plugged with resin necessitated the development

of the optical approach.

By the early 1970’s, the University of Michigan

had surveyed radiographically the entire Egyp-

tian Museum collection of Royal Mummies. The
mummy of the “Elder Lady,” however, was not

in the collection, to the dismay of the research

team. One of us (I.E.N.) traced the mummy
back to the Valley of the Kings and a side

chamber in the tomb of Amenhotep II. In

FIGURE 2B

Thuya, mother of Queen Tiye

Thuya

Elder Lady 61070

Tawosret

Makare

Nodjme

Iseterkhets

Tetisheri

Ahmose-Nefertiry

Ahmose-Meryetamon
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Henttowy

Step

123456789 10
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69 96 1 16 1 48
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FIGURE 3

A cluster analysis indicating morphologic simi-

larity between Thuya and the ‘‘Elder Lady" in

step 1

1975, permission was reoeived from the Egyptian

Department of Antiquities to open this side

chamber, and the mummy was fully examined

by x-rays. These x-rays revealed that the mum-
my was indeed that of a woman in her forties

FIGURE 4

Computer plots of the cephalometric tracings of

the craniofacial complex of Thuya, Yuya, and the

"Elder Lady"
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FIGURE 5

Authors examining hair from King Tut’s keepsake

and that the arm positions were original and had

not been rearranged at a later date during re-

wrapping by the priests of the Twenty-first Dy-

nasty.3

The oephalogram or lateral head radiogram

was then compared with those of the ten other

queens previously studied at the Egyptian Mu-
seum. Each x-ray was traced after a method de-

veloped by Walker and Kowalski and measured

or quantified. 4 Then, through the use of a sta-

tistical approach oalled cluster analysis, each

queen was compared with every other queen.

The results of this study suggested that the “El-

der Lady” was most like that of the mummy of

Thuya, the mother of Queen Tiye, from the

viewpoint of similarity of oraniofaoial morph-

ology.5 (Figures 2A, B) This is illustrated in

Figure 3, where one of the dendrograms from a

cluster analysis is shown. This analysis was

done using complete linkage and the Minkowski

2X 1

0

a 2S 0.52 KEU

US= 4K A/B M

200 SEC

HS = 40EU AB

1 1 1 1 i 1 i i i i i 1 1 1 1 1 1

1

1 1 1 1 1

1

FIGURE 6

Electron probe comparison of hair sample of Queen Tiye with “Elder Lady"
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“oity block” metric, but entirely similar results

were obtained when other combinations of clus-

tering algorithms and distance measures were

used. Of all the queens considered, the two that

resembled each other the most (were linked to-

gether at step 1 )
were always Thuya, the mother

of Queen Tiye, and the “Elder Lady.”

The Michigan expedition presented these find-

ings to the Egyptian Department of Antiquities,

which agreed to provide a minute sample of hair

from a small wooden sarcophagus from the

treasures of King Tutankhamen, whioh bore the

inscription of Queen Tiye. In 1975, the Michigan

expedition reopened the side chamber of the

tomb of Amenhotep II to secure a sample of the

hair of the “Elder Lady” and the following week

obtained a hah sample from the locket of Queen

Tiye in the Egyptian Museum. (Figure 5)

In the summer of 1976, a series of control hair

samples along with mummy hair samples were

analyzed. They were subjected at cross section

to ion etching and scanning electron microprobe

analysis. The correlation of data allowed the

identification of dispersive x-ray energy for the

various elements present in each sample. The

results of this information when reoorded in a

memory control center allowed for the recall and

comparison of many samples on a cathode-ray

tube. The results show a near perfect superim-

position of two samples on a graphic display

tube. (Figure 6) These results strongly support

the argument that the hair samples from both

King Tutankhamon’s tomb and the mummy from

Amenhotep II’s tomb are indeed those of the

same person—Queen Tiye of the Eighteenth

Dynasty, wife of Amenhotep III and mother of

the heretic pharaoh Amenhotep IX or Akhena-

ton.
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THE HEALTH SYSTEMS AGENCY

(HSA): A PRIMER

In 1974, Congress passed PL 93-641, the Na-

tional Health Planning and Resources Develop-

ment Act, which was a consolidation of and re-

placement for the antecedent Hill-Burton pro-

gram (funds for hospital construction), Regional

Medical Programs (RMP), and Comprehensive

Health Planning Act (CHP).

Priorities

The ten national health priorities stated by the

Congress in the act are:

1. The provision of primary care services for

medically underserved populations, espe-

cially those which are located in rural and/

or economically depressed areas.

2. The development of multi- institutional sys-

tems for coordination or consolidation of

institutional health services, including ob-

stetric, pediatric, emergency medical, in-

tensive and coronary care, and radiation

therapy servioes.

3. The development of medical group prac-

tices (especially those whose services are

appropriately coordinated or integrated

with institutional health services), HMO’s,

and other organized systems for the pro-

vision of health care.

4. The training and increased utilization of

physician assistants, especially nurse clini-

cians.

5. The development of multi-institutional ar-

rangements for the sharing of support ser-

vices necessary to all health services insti-

tutions.

6. The promotion of activities to achieve

needed improvements in the quality of

health services, including needs identified

by the review activities of Professional

Standards Review Organizations, under

Part B of Title XI of the Social Security

Act.

7. The development by health service insti-

tutions of the capacity to provide various

levels of care (including intensive care,

acute general care, and extended care)

on a geographically integrated basis.

8. The promotion of activities for the preven-

tion of disease, including studies of nutri-

tional and environmental factors affecting

health and the provision of preventive

health care services.

9. The adoption of uniform cost accounting,

simplified reimbursement and utilization

reporting systems, and improved manage-

ment procedures for health service insti-

tutions.

10.

The development of effective methods of

educating the general public concerning

proper personal (including preventive)

health care and methods for effective use

of available health services.

Health Service Areas

The legislation mandated the division of the

nation into 205 health service areas (HSA’s) ac-

cording to the following criteria:

• Area shall be a geographic region appropri-

ate for effective planning and development

of health services, determined on the basis

of factors including population and avail-

ability of resources.

• The population should be between 500,000

and 3,000,000.

• Eaoh area should contain all health re-

sources including, if practical, one center

providing highly specialized health services.

• The boundaries of the area shall be ap-

propriately coordinated, to the extent prac-
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ticable, with the boundaries of PSRO’s, ex-

isting regional planning areas, and state

planning and administrative areas. Standard

Metropolitan Statistical Areas (SMSA’s)

were not to be split, unless governors agreed

in cases where these crossed state lines.

Delaware is unique in that instead of our

small state being divided into two or three ser-

vice areas as defined above, an agreement was

reached with DHEW that the entire State of

Delaware be considered a service area.

What Is the HSA?

The HSA is a public or private non-profit cor-

poration or public regional planning body. The

composition of its board of directors must in-

clude at least 51% (but not more than 60%)
consumers, while the remainder are providers.

Elected officials can qualify in either category,

but may not assume more than one-third of the

seats on the Board. The providers include health

oare professionals (physicians, nurses, dentists),

health oare insurers, representatives from health

professional schools and from allied health pro-

fessions. At least one-third of the providers must

be involved in direct diagnosis and treatment, or

administration.

Delaware’s HSA is the Delaware Health Coun-

cil, Inc., a non-profit corporation.

What Does HSA Do?

— Collect and analyze data.

— Establish, implement, and annually update

the health plan.

— Establish, implement, and annually update

the Annual Implementation Plan (AIP).

— Coordinate activities with PSRO’s.

— Review funds for certain federal health care

funds, if the funds are designated for the

development of resources to be used in the

health service area.

— Make recommendations to the Statewide

Health Coordinating Council (SHCC) con-

cerning facility certification. Section 1122

review.

— Make recommendations to the SHCC at

least every five years concerning the ap-

propriateness of existing services and facili-

ties.
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— Recommend priorities for modernization,

construction, and conversion of health fa-

cilities.

How Is HSA Funded?

The HSA is funded by a grant from DHEW
based on a rate of fifty cents per capita within

the geographic service area. Additional match-

ing federal dollars may be available where funds

are obtained from other sources. When the

Health Plan and the Annual Implementation

Plan (AIP) have been approved by DHEW,
the HSA will be awarded “full designation.” This

then makes the HSA eligible to apply for, re-

ceive, and allocate funds in the form of grants

or low-interest loans and in other forms to

achieve the goals of the Health Plan (based on

a rate of one dollar per oapiita )

.

Organization

The national health planning functions are

directed by the Secretary of DHEW with the ad-

vice of a National Council on Health Policy and

Development. The latter is composed of 15

members, including the chief medical director

of the Veterans’ Administration, Assistant Secre-

tary for Health and Environment (Department

of Defense), Assistant Secretary of Health

(DHEW), and 12 members appointed by the

Secretary.

The local organization is as follows:

A. Statewide Health Coordinating Council

(SHCC). Its functions are to:

— Develop and approve a Health Plan, in

conjunction with the Delaware Health

Council. To this end, a Joint Plan De-

velopment Committee has been estab-

lished, consisting of members of both

organizations.

— Annually review and coordinate the

Health Plan and the AIP.

— Approve application by the state for al-

lotments made under Public Health Ser-

vice (PHS), Community Mental Health

Centers (CMHC), and Comprehensive

Aloohol Abuse and Alcoholism Preven-

tion, Treatment, and Rehabilitation

(CAAPTR).

Special Reports

— Perform C/N (Certificate-of-Need) and

1122 review.

B. Bureau of Health Planning and Resources

Development. Its functions are to:

— Administer C/N and 1122 Review pro-

grams.

— Assist the SHCC in the performance of

its functions.

— Administer state and federal facility

construction loan funds.

— Develop plans for state-operated health

facilities.

C. Delaware Health Council. Its functions

are to:

— Develop and approve a health plan, in

conjunction with the SHCC. To this

end, a Joint Plan Development Com-
mittee has been established, consisting

of members of both organizations.

— Assist the SHCC in reviewing the state

medical facilities plan
(
part of the over-

all plan).

— Perform C/N and 1122 review.

— Review every five years all institution

services as to appropriateness.

Health Plan for the State of Delaware

In Delaware, the Delaware Health Council

and the SHCC are required to develop a Health

Plan for Delaware. The Plan is based on a

broad overview of the existing health system and

must include those explicit details which are set

forth in PL 93-641. To accomplish this the

agencies must collect and analyze data regard-

ing:

a. The status (and its determinants) of the

health of the population.

b. The status and use of the health care de-

livery system.

c. The effect the health care delivery system

has on the population.

d. Documentation of the health care resources

including services.

e. Patterns of utilization of health resources.

f. Environmental and occupational exposure

factors affecting immediate and long-term

conditions.
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In the development of the Plan, all of these

factors must be considered in the light of na-

tional priorities. The Health Plan contains goals

which deal with particular health issues (eg,

infant mortality rate, the incidence of drug and

alcohol-related problems, and so on). The gen-

eral goals of the Health Plan are:

a. To improve the health of the residents of

the region.

b. To improve health services including avail-

ability, accessibility, acceptability, conti-

nuity, and quality.

c. To restrain increases in the cost of health

care.

d. To consider feasibility of implementation

(of specific goals).

Overall health status goals include items such

as the reduction of infant mortality rates, the

reduction of morbidity from specific disorders,

reduction of crude death rates, reduction in the

incidence of such problems as drug and alcohol

abuse, ohild abuse, and so on. Health systems

goals relate to quality, accessibility, and accepta-

bility of health servioes, availability of primary

care sources, acute inpatient servioes, renal dialy-

sis stations, CT scanner units, mental health

servioes, home health services, and so on.
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Thus, the Health Plan takes a broad overview

of the existing health status and system and pro-

poses a program for expanding, contracting, or

modifying the services which comprise the sys-

tem in order to approaoh and, where possible, to

meet the needs of the citizens. The Health Plan

is used as the basis for conducting C/N reviews.

The Health Plan for Delaware must be ap-

proved by the SHCC and the Delaware Health

Council. It is reviewed annually.

The Annual Implementation Plan consists of

those portions of the Health Plan which the con-

straints of funds and time suggest are feasible

and which are given the highest priority for the

year. The AIP must be reviewed by the SHCC
and the Delaware Health Council.
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'QditoriaU
‘DUMPING’ THE DULL CASES—

UNETHICAL, UNPROFITABLE, SELF-DEFEATING

There’s an old saw that only the very rich

and very poor get excellent medical care in the

U.S. This is untrue, at least for the poor. They

don’t get it unless they’re fortunate enough to

have an intellectually stimulating disease and

live within the catchment area of a hospital

whose residents and interns are interested in

that disease.

A poor person arriving at a voluntary-hospital

emergency room with what turns out to be a

good case of brucellosis or Addison’s disease will

find himself in the spotlight of house-staff atten-

tion. But if he has a run-of-the-mill stroke or

shows signs of a possible impending heart attack

—or is an unkempt alcoholic—some intern or

resident may stop him at the door and suggest

he would be better off in a municipal hospital.

Today, with most hospitals showing an excess

of beds over patients, the dumping syndrome is

not as virulent as it used to be. But I am told

informally that it still persists as an under-the-

table practioe at some voluntary institutions.

And the victims are not medically indigent,

either. They usually have Medicare or Medi-

caid—the credit cards to middle-class medical

care. They are simply being denied hospitaliza-

tion for reasons extraneous to what hospitaliza-

tion is all about.

Dumping is sometimes condoned but more

often overlooked by chiefs of hospital servioes

who ought to be cracking down on this nonpro-

fessional behavior but are reluctant to do so for

fear of angering their interns and residents—who
are in short supply.

The most typical victim is a patient who comes

in with a lumbosacral sprain. He needs nursing

support and strict bed rest. Perhaps he has no

aooess to such care at home. To house officers

there’s nothing more boring than a bad back.

Never mind that when they go out into general

practice they’ll see many more cases of bad back

than of Addison’s disease.

Reprinted from MEDICAL WORLD NEWS, Copyright (c)
1978, McGraw-Hill, Inc.

Putting aside therapeutic considerations, we
need to reaffirm that dumping is contrary to the

financial interests of a hospital. As the saying

goes, “An unfilled bed is an unbilled bed.” I’m

certain that if the chief financial offioer in one of

these hospitals were to realize there was a cer-

tain amount of fiscal sabotage going on in his

hospital emergency room, he would intervene

vigorously.

I think it’s still true—despite the talk of a

“new breed” of doctors—that interns and resi-

dents generally feel somewhat remote from peo-

ple of lower socioeconomic levels because their

own backgrounds have been so very different.

This holds true even for house offioers at mu-

nicipal hospitals. They, too, are looking for the

disease that’s likely to become a oase study in

the New England Journal of Medicine.

Incidentally, these “interesting” cases are con-

tinually being written up in journals that purport

to be models of what should be of interest to an

aspiring Amerioan physician. I would argue

that these cases are like the unicorn in the gar-

den. You don’t see too many of them. It’s de-

sirable to know something about unicorns, of

course, but maybe it’s more practical to learn

something about horses, which you’re more likely

to see.

To a great extent the culture shock that takes

place in the ER is nurtured by our postgradu-

ate educational system that glorifies exotic dis-

eases to the exclusion of the other shocks that

flesh is heir to. When a young doctor leaves a

residency in internal medicine or pediatrics and

goes into private practioe, he may feel some-

what uncomfortable during the first couple of

months. His studies may not have prepared him

sufficiently for the routine problems he encoun-

ters.

Let’s face it, most of the patients we see in

real life don’t have interesting ohemistry profiles

—which doesn’t mean they aren’t difficult to

treat. But they all need our attention and oon-

oem. Certainly compassion can’t be taught in

medical school—by then it’s too late. But our
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Editorials

postgraduate system, if it can’t teach compassion,

could avoid teaching indifference.

Lowell E. Bellin, M.D.

Dr. Beilin is Professor of Public Health at Columbia University,

and was New York City Health Commissioner from 1974 to 1976.
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ESCAPED VIRUSES IN PLUM ISLAND

AND IN ENGLAND

Periodically, a friend who reads everything

deposits in our office a pile of Science, Saturday

Review of Literature, and Scientific American

magazines, not because he thinks we lack for

things to read but because he is donating them

to our waiting room. If they are put within my
reach I find it irresistible to glance through as

many copies as I can.

A recent issue of Science dealt with an out-

break of foot and mouth disease on Plum Island

in Long Island. 1 This “dreaded and highly in-

fectious malady of oattle and pigs” can be com-

batted only by killing all ill or exposed animals.

Until the outbreak on Plum Island in September

the United States had been free of the disease

sinoe 1929.

All the cattle in the area, both sick and well,

were slaughtered and appropriately disposed of.

“The animal premises and all roads and vehicles

on the island were sprayed with lye and the

buildings treated with acetic acid.” The herd

from whioh the infected animals were purchased

was found to be well. The staff on Plum

Island took pains to keep away from domestic

animals of all types. “Sentinel animals,” ie,

scientific sacrifices, to detect further infection

with foot and mouth virus (much as ooal miners

used to keep a canary to sucoumb early on from

carbon monoxide and thus act as an early warn-

ing to the miners) are in their stalls.

The important point to this animal story is

its relevance to smallpox. At this moment, small-

pox seems to have been extinguished from the

earth as an endemic infection. Currently in terri-

torial debate is how many laboratories should be

allowed to store smallpox virus as “reagent

virus” to have available for future researchers.

AIRPORT SHUTTLE SERVICE, inc.
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WILMINGTON, DELAWARE
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This storage would be especially important

should the disease recrudesce. But recently a

woman photographer who worked on the floor

above an important British research laboratory

but had never been in it, died of the disease.

The specific epidemiology of her disease could

not be proven, yet all the circumstances suggest

she was a victim of virus somehow escaped from

its custody in the laboratory a floor below.

The foot and mouth laboratory is a high se-

curity virus laboratory
(
a P4 lab in government

lingo); it is the only laboratory in the US al-

lowed to handle foot and mouth virus and has

had no previous outbreak sinoe its founding in

1954. The designers of the laboratory specified

that it be built on an island, and it was. “It is

not yet known how the virus eluded the labora-

tory precautions and physical equipment de-

signed to oontain it,” says the article on the

reoent infections. Shades of the Andromeda
strain!

B.Z.P.
REFERENCE

1. Cattle virus escapes from a P4 lab. Science 202:290, 1978.
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etterd to the 'Qditor

To the Editor:

I have just reviewed the article by Gary

Owens, M.D. and Bernadine Z. Paulshock, M.D.
on the degree of latitude which a physician has

in influencing a patient’s hospital charges, which

appeared in the Delaware Medical Journal in

September 1978. The general thrust of their

article seems to be that the rising cost of hos-

pital oare is predominately due to the price of

medical units, rather than to an increase in or

exoessive number of units. I completely agree

with this conclusion, and offer the following ex-

tensions of their discussion.

1. Costs vs Charges

The article makes the very common assump-

tion that there is a fixed relationship be-

tween the costs and charges of the various

BE CONFIDENT WITH

HE DOCTOR’S BAG
1320 U'bshtngton Street NsWmington, Detarvore

FOR
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GARMENTS ELASTIC HOSIERY
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.

services of the hospital. Such is quite com-

monly not the case. The conclusions about

oost impact will therefore vary with the

example chosen.

2. Average vs Incremental Costs

When incremental costs are considered, it

will be found that the physician has even

less latitude than the paper suggests. In-

stead of considering average costs, one

really should look at what economists call

“marginal” costs. To do this, one makes an

estimate of how many of a given service

might be eliminated, and then determines

how much would be saved by doing that

many fewer. If the use of the Autoanalyzer,

for example, is decreased by 5%, 5% of the

cost of operating the Autoanalyzer oertainly

would not be saved. More likely, only a

few pennies, the cost of the chemicals and

electricity, would be saved.

After this analysis, I have no doubt that it

would be found that physicians’ use of hospital

premises and facilities has made a very minor

contribution to the reoent escalation in costs;

70% of all hospital costs are personnel costs.

Any really significant reduction of hospital costs

must mean that somebody has to be fired.

George Ross Fisher, M.D.

% «£ W?

To the Editor:

The article The Physician’s Role in Cost of

Hospitalization: An Analysis of Four Admissions

by Gary M. Owens, M.D., and Bernadine Z.

Paulshock, M.D., in the September 1978 Dela-

ware Medical Journal offers insight into what

would happen to a patient’s bill assuming a one-

day reduction in the length of stay. This would

reduce the patient’s bill, but it might not neoes-

sarily reduce the “cost” of running the hospital.

Unless the day saved was used by some other
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. in functional G.l. disorders*

Bentyl
(dicyclomine hydrochloride USP)
10 mg. capsules, 20 mg. tablets,

10 mg./5 ml. syrup, 10 mg. /ml. injection

helps control abnormal motor activity

with minimal anticholinergic side effectst

Demonstrated smooth muscle relaxant activity.

In this double-blind study, twenty patients having G.l. series and exhibiting

spasm were randomly selected to receive either 2 cc. of Bentyl or sodium
chloride intramuscularly. Ten minutes after the injection another radiograph
was taken . . .

. . . Bentyl produced definite relaxation in 8 of 10 patients. The sodium chloride

produced relaxation in only 3 of 10. No side effects occurred in either group of patients.

Pylorospasm has

almost totally blocked
passage of barium
meal.

Barium meal beginning

to pass 1 0 minutes

after intramuscular

injection of 20 mg. Bentyl

“The correlation of spasm relief and drug given was excellent.

Reference:

King, J.C. and Starkman, N.M.: Evaluation of an antispasmodic.
Double-blind evaluation to control gastrointestinal spasms
occurring during radiographic examination. A preliminary report.

Western Med. 5:356-358, 1964

Merrell

•This drug has been classified "probably" effective in treating

certain functional G.l. disorders.

tSee Warnings, Precautions and Adverse Reactions.

See following page for prescribing information.
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(dicyclomine hydrochloride USP)

Capsules. Tablets, Syrup, Injection

AVAILABLE ONLY ON PRESCRIPTION.

Brief Summary
INDICATIONS

For use as adjunctive therapy in the treatment of peptic ulcer.

IT SHOULD BE NOTED AT THIS POINT IN TIME THAT THERE IS A

LACK OF CONCURRENCE AS TO THE VALUE OF ANTICHOLIN-

ERGICS/ANTISPASMODICS IN THE TREATMENT OF GASTRIC

ULCER IT HAS NOT BEEN SHOWN CONCLUSIVELY WHETHER
ANTICHOLINERGIC/ANTISPASMOOIC DRUGS AID IN THE HEALING

Of A PEPTIC ULCER. DECREASE THE RATE OF RECURRENCES. OR

PREVENT COMPLICATION

Based on a review ol this drug by the National Academy ot

Sciences-National Research Council and/or other informa-

tion. FDA has classified the following indications as "prob

ably" effective

May also be useful in the irritable bowel syndrome

(irritable colon, spastic colon, mucous colitis, acute

enterocolitis, and functional gastrointestinal dis-

orders), and in neurogenic bowel disturbances (in-

cluding the splenic flexure syndrome and neurogenic

colon)

THESE FUNCTIONAL DISORDERS ARE OFTEN RE-

LIEVED BY VARYING COMBINATIONS OF SEDATIVE.

REASSURANCE. PHYSICIAN INTEREST, AMELIORA

TION OF ENVIRONMENTAL FACTORS
For use in the treatment of infant colic (syrup).

Final classification ot the less-than-eflective indications

requires further investigation

CONTRAINDICATIONS Obstructive uropathy (for example, bladder

neck obstruction due to prostatic hypertrophy), obstructive

disease ot the gastrointestinal tract (as in achalasia, pyloro-

duodenal stenosis), paralytic ileus, intestinal atony ot the elderly

or debilitated patient, unstable cardiovascular status in acute

hemorrhage, severe ulcerative colitis, toxic megacolon compli-

cating ulcerative colitis, myasthenia gravis WARNINGS. In the

presence ot a high environmental temperature, heat prostration

can occur with drug use (fever and heat stroke due to decreased

sweating) Diarrhea may be an early symptom of incomplete

intestinal obstruction, especially in patients with ileostomy or

colostomy In this instance treatment with this drug would be

inappropriate and possibly harmful Bentyl may produce drowsi-

ness or blurred vision In this event, the patient should be warned

not to engage in activities requiring mental alertness such as

operating a motor vehicle or other machinery or perform hazard-

ous work while taking this drug PRECAUTIONS Although studies

have failed to demonstrate adverse effects of dicyclomine hydro-

chloride in glaucoma or in patients with prostatic hypertrophy, it

should be prescribed with caution in patients known to have or

suspected ol having glaucoma or prostatic hypertrophy Use with

caution in patients with autonomic neuropathy, hepatic or renal

disease, ulcerative colitis— Large doses may suppress intestinal

motility to the point of producing a paralytic ileus and the use ot

this drug may precipitate or aggravate the serious complication of

toxic megacolon, hyperthyroidism, coronary heart disease, con-

gestive heart failure, cardiac arrhythmias, and hypertension,

hiatal hernia associated with reflux esophagitis since anticholin-

ergic drugs may aggravate this condition

It should be noted that the use of anticholmergic/antispasmodic

drugs in the treatment of gastric ulcer may produce a delay in

gastric emptying time and may complicate such therapy (antral

stasis) Do not rely on the use ot the drug in the presence ol

complication ol biliary tract disease Investigate any tachycardia

before giving anticholinergic (atropine-like) drugs since they may

increase the heart rate With overdosage, a curare-like action may

occur ADVERSE REACTIONS Anticholmergics/antispasmodics

produce certain effects which may be physiologic or toxic

depending upon the individual patient's response The physician

must delineate these Adverse reactions may include xerostomia,

urinary hesitancy and retention; blurred vision and tachycardia;

palpitations, mydriasis; cycloplegia. increased ocular tension,

loss of taste, headache, nervousness, drowsiness, weakness,

dizziness, insomnia, nausea, vomiting; impotence, suppression of

lactation, constipation; bloated feeling, severe allergic reaction or

drug idiosyncrasies including anaphylaxis, urticaria and other

dermal manifestations; some degree ot mental contusion and/or

excitement, especially in elderly persons, and decreased sweat-

ing With the injectable form there may be a temporary sensation

ot lightheadedness and occasionally local irritation DOSAGE AND
ADMINISTRATION Dosage must be adjusted to individual patient's

needs

Usual Dosage Bent yl 10 mg capsule and syrup Mulls 1 or 2

capsules or teaspoonfuls syrup three or lour times daily Children

1 capsule or teaspoonful syrup three or four times daily Infants Vi

teaspoontul syrup three or four times daily (May be diluted with

equal volume ol water
)
Bentyl 20 mg Mults 1 tablet three or tour

times daily Bent yl Imection Adults 2 ml (20 mg.) every tour to six

hours intramuscularly only NOT FOR INTRAVENOUS USE MAN-
AGEMENT OF OVERDOSE The signs and symptoms of overdose are

headache, nausea, vomiting, blurred vision, dilated pupils, hot, dry

skin, dizziness, dryness ol the mouth, difficulty in swallowing, CNS
stimulation Treatment should consist ol gastric lavage, emetics,

and activated charcoal Barbiturates may be used either orally or

intramuscularly tor sedation but they should not be used it Bentyl

with Phenobarbital has been ingested If indicated, parenteral

cholinergic agents such as Urecholine " (bethanecol chloride USP)

should be used

Product Information as of October, 1976

patient who was prevented from being hospital-

ized because of a shortage of beds, then no sav-

ings in cost, ie, hospital spending, would occur.

The consequenoe of this would be that the hos-

pital at some future date would increase its

charges in order to compensate for the lost reve-

nue from the eliminated day.

The same rationale would develop in the case

of other services. A reduction in the number of

laboratory tests ordered will only result in a

reduction in the marginal cost associated with

doing the work. The equipment is still there;

the technician is still paid; the space has been

provided. The only real saving is in the sup-

plies used per test.

Reductions in volume of activity (ie, patient

days and tests ordered) will only result in real

cost savings when the collective number is

sufficiently great as to result in a reduction in

work foroe. However, even in these circum-

stances, the unit prioe may actually increase,

the reason for this being that the fixed cost (ie,

the investment in equipment, space, and a mini-

mum work foroe
)

must be recouped over a

smaller number of units.

An example of how this works can be found

in the natural gas and power shortages in recent

years. The public was urged to turn down their

home thermostats and turn off their lights. This

reduoed the demand for service and carried us

over the shortages; however, the public found

that utility companies raised their prioes in

order to maintain their return on their significant

capital investments.

Government officials’ comments about rising

costs are based on the increases in government’s

share of operating the overall system. A reduc-

tion in use by a class of patients (eg, Medicare)

will result in a reduction in the government’s

contribution to the oost of the system as a whole.

Even this reduction, however, is not permanent

unless something is done about controlling the

resources available for use ( eg, beds ) . When
resources exceed demand, the oost of maintaining

the excess resources reappears as a rise in prioes.

James Tyler

Director of Finance

Wilmington Medical Center
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SILVERS IDE PROFESSIONAL BUILDING . . . The Silverside Professional Building

at 2205 Silverside Road just north of Wilmington, Delaware is conveniently located in a pleasant

suburban atmosphere. Suite E of this attractive building offers 2000 square feet of beautifully

finished modern office space.

FEATURES:

• Complete climate control

• Bright, flexible space

• Abundant parking

• Fireproof, soundproof, secure

• Convenient to shopping centers

• Three minutes from Interstate 95
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Realtors

LEIGH JOHNSTONE
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913 Delaware Avenue
Wilington, Delaware
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CATHERINE GRAY, M.D.

Catherine Gray, M.D. was born in Gatesville,

North Carolina, and as an honor high school

student she entered Salem College, Winston-

Salem, North Carolina. Her early medical edu-

cation was at the University of North Carolina,

but she graduated in 1925 from the then-named

Woman’s Medical College of Philadelphia. She

served internships in Pittsburgh, Pennsylvania,

and later in Brattleboro, Vermont, and eventually

accepted a position as resident physician in the

Beebe Hospital, Lewes, Delaware. She also had

a transient office in Greenwood, when that com-

munity lacked a physician.

She served on the staffs of the Milford Me-
morial and Nanticoke Memorial Hospitals as

well as Kent General Hospital in Dover and the

Peninsula General Hospital in Salisbury, Mary-

land. A member of the AMA, she was also

affiliated with the Medical Society of Delaware

and the Sussex County Medical Society. She

was an active member of the Women’s Group

of St. Mary’s Episcopal Church in Bridgeville

as well as the Daughters of the American Revolu-

tion.

Retiring in February, 1969, she was honored

by the Kiwanis Club for her service to the town
and humanity in general. She was honored by
the area school for her work, especially with

girl athletes.

After a short illness, she died September 21,

1978.

Surviving are her husband, Thomas
J., Jr., and

two sisters, Mildred C. Woodside and Dorothy

C. Cromer, both of Gatesville, North Carolina.

Contributions in her memory may be made
to the Altar Guild of St. Mary’s Episcopal

Church, Bridgeville, Delaware.

SAMUEL G. ELBERT, JR., M.D.

On November 16, 1978, Samuel G. Elbert, Jr.,

M.D., aged 78, died after a long illness.

Those who knew him best remember him as

a gentle, thoughtful, skilled physician. He was

a continuing scholar. Many remember him for

his extreme courtesy to both fellow physicians

and patients.

A past president of the New Castle County

Medical Society, he served on the Board of the

YMCA in Wilmington, and was a member of the

Wilmington Board of Health for one year.

A graduate of McGill University Faculty of

Medicine in Montreal, Canada, licensed in 1929,

Dr. Elbert was active in practioe from 1931 until

his retirement in 1974. He was on the staff at

the Wilmington Medical Center and formerly at

St. Francis Hospital.

He was Medical Advisor for Wilmington Looal

Draft Board No. 4, serving from 1940 until termi-

nation of the draft for the armed foroes in 1973.

His wife, Grace Bryant Elbert, survives and

suggests that gifts in his memory be made to

the Southbridge Medical Activities Center or the

Cathedral Church of St. John, both in Wilming-

ton.

Dr. Elbert was a member of the New Castle

County Medical Society and the Medical Society

of Delaware.

ALLEN D. KING, M.D.

After an extremely troublesome illness, Allen

D. King, M.D., died December 14, 1978. He
was 75 years of age.
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A diplomat of the National Board of Derma-

tology, he was an actively practicing derma-

tologist from 1932 until 1970. Dr. King was

Chief in Dermatology of the Wilmington Gen-

eral Hospital and Director in Dermatology of

the Delaware and Memorial Hospitals before

merger.

Dr. King was a past president of the New
Castle County Medioal Society; he was Treasurer

of the Medical Society of Delaware from 1964

to 1966.

In 1973 he received the Patriot Medal from the

Society of the Delaware Sons of the American

Revolution, an association he served as secretary,

treasurer, and vice president over the years.

Dr. King was a member of the Rotary Club

and the University and Whist Club.

He is survived by his wife, May Keech King;

a son, Allen D., Jr., of Athens, Georgia; a

daughter, Ernestine L. King at home; and three

grandchildren.

Contributions in his memory should be made
to the donor’s favorite charity.

va

FOSTER M. BROWN, M.D.

Foster M. Brown, M.D., a Wilmington phy-

sician from 1930 until his death on September

27, 1978, was a graduate of Howard University

College of Medicine.

Having majored in zoology, he graduated from

Howard University in 1924. He served as a

captain in the US Army Medioal Corps from

1942 to 1946. At various times he served on

the Wilmington Board of Education, the Wil-

mington Board of Health, and the Youth Services

Commission, and for a time was physician for

the Woods Haven-Kruse Sohool.

He had a special interest in otolaryngology,

completing his internship at the Mercy Douglass

Hospital in Philadelphia, Pennsylvania.

He served on the staff of the Sacred Heart

Hospital in Chester as well as Mercy Douglass

Hospital. He was a skilled pianist.

After his death, his patients emphasized a

great affection for a physician they felt to be

extremely kind, friendly, and thoughtful. They

felt that he had given dedicated service to the

community and that he was known for making

house calls.

In a most unusual display of appreciation,

many of his patients wrote letters of gratitude

that they had been cared for by a competent

surgeon-physician who became a wonderful

friend. He is survived by his wife, Mabel E.;

a son, Foster M., Jr., of Fort Monmouth, New
Jersey; three brothers, Earle C. and N. Watson,

both of Wilmington, and Wendell P., of Phila-

delphia; and two sisters, M. Adalyn Brown and

A. Euliel Harkett, both of Philadelphia.

Charles M. Bancroft, M.D.
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COME VISIT US

In Our Unique Country Setting

ROCKLAND ROAD
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9:00 to 4:30 Saturday 10:00 to 4:00

Del Med Jrl, Feb 1979—Vol 51, No 2 113



<
^Book ‘Review

6

ADVANCES IN NEPHROLOGY, Vol. 7, edited by

Jean Hamburger, M.D., Jean Crosnier, M.D., Jean-

Pierre Grunfeld, M.D., and Morton H. Maxwell,

M.D., Year Book Medical Publishers, Chicago,

1977. 333 pp. I II us. Price $35.00.

This text is the seventh of a series begun in

1971. Dr. Morton Maxwell in the prefaoe notes

that the main purpose of Advances in Neph-

rology is to bridge the gap between textbook

material, often out-of-date by the time of publi-

cation, and the most reoent research reports.

Each year several topics are treated in depth

by the many contributing authors.

Part I of this volume is entitled, “The Kidney

in Cirrhosis of the Liver” and describes the

glomerular ohanges noted in patients with cir-

rhosis of the liver and the pathophysiology in-

volved in renal failure in cirrhosis. Part II titled

“Aldosterone and the Kidney” attempts to up-

date one’s knowledge on the ever-expanding field

of renal-adrenal endocrinology. Of particular in-

terest is chapter eight in which a comparison is

made among the various methods for tumor

localization in primary aldosteronism. The dis-

tinction of tumor versus bilateral hyperplasia is

also treated. One chapter by Dr. John Laragh

updates our knowledge of the renin system in

essential, renovascular, and adrenocortical hyper-

tension.

Paid IV of the text ooncems new developments

in dialysis and transplantation. One of the latest

techniques in the treatment of end-stage renal

failure, hemofiltration, is treated in depth by Dr.

Jean-Louis Funk-Brentano, a pioneer in this field.

His chapter is particularly worth reading for all

physicians engaged in primary oare as this is

likely the successor to routine hemodialysis in

“the perfect practice.”
In the Air Force, a doctor can find time to do more. More in a clinical

way. More in research. More with his family. Even more time for

hobbies.

An Air Force practice offers relief from the

time-consuming burden of being a physi-

cian/businessman. It offers time to just
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cians today that's like a breath of fresh air

With the Air Force incentive bonus, you'll

be pleasantly surprised at Air Force salary

levels today — and no overhead. Third-

party harassments are a thing of the past

No rent, salaries or billing worries either.

In addition to working in a professional
medical environment, our doctors enjoy
continuing education opportunities, pro-

motions, 30-days paid annual vacation.

And, you can usually choose your first
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the treatment of chronic renal failure. As Doctor

Funk-Brentano mentions, this is certainly one of

the most exciting advances in the treatment of

renal disease and the first which opens the dis-

tinct possibility of a “wearable” kidney.

In summary, the seventh edition of Advances

in Nephrology is a well written, indexed, and

referenced text. Though only a nephrologist

might read each chapter in depth, it oertainly

contains information of interest to all physicians.

Joseph A. Kuhn, M.D.

THE ALIEN DOCTORS—FOREIGN MEDICAL GRAD-

UATES IN AMERICAN HOSPITALS by Rosemary Ste-

vens, Louis Wolf Goodman, and Stephen S. Mick,

John Wiley & Sons, Inc., New York, 1978. 365 pp.

Price $18.95.

As the title implies, this book deals with an

important aspect of the resources and manpower

of our health care system. The authors present

a serious study of the migration characteristics

of foreign medical graduates serving as house-

staff physicians throughout the United States.

The core population studied belonged to a group

of FMG’s serving in various hospitals during the

years 1973-74.

The book is straightforward and objective in

its presentation of the diverse origins of our

FMG’s, with ample data on their economic,

family, and cultural backgrounds. The mechanics

of migration, employment, and the educational

experience as the FMG’s see this in their own
perspectives are presented in an observant man-

ner.

This book is easy to read and a good reference

for individuals in the health care field—medical

educators, hospital administrators, politicians,

and medical practitioners. In the past two

years, a continuing debate over die future role

of FMG’s has involved the AMA and Capitol

Hill. Gut issues on the myths and stereotypes

often 'ascribed to FMG’s are dealt with in an

informative and objective manner.

This book should find a place in any medioal

library or doctor’s office.

F. T. Viloria, M.D.
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Speakers on
“Ask the

Doctor”

Speakers for March 1979 on the Tuesday radio program (11:05 a.m., WDEL)
produoed by the Medical Society of Delaware are: March 6, Richard N. Taylor,

M.D., Varicose Veins; March 13, Richard F. Brams, M.D., Spring Allergies;

March 20, G. Dean MacEwen, M.D., Common Orthopedic Problems (Including

Screening) in Children; March 27, Dennis M. Young, M.D., Depression.

In the News The following persons have been appointed by Governor duPont to the State-

wide Health Coordinating Council (SHCC): Phyllis A. Shepherd, Dover, to

January 12, 1982, succeeding Marian Harris, term expired; Richardson B. Glid-

den, M.D., Dover, to Deoember 1, 1979, succeeding Edward S. Dennis, M.D.,

resigned; Susan C. Canning, Dover, to January 12, 1982, reappointed.

Ilona T. Szucs, M.D., Milford, was elected President of the Delaware State So-

ciety of Pathologists for a two-year term. Doctor Szucs was also reelected as a

delegate to the College of American Pathologists.

Edward M. Goldenberg, M.D., Wilmington, has achieved the American College

of Cardiology’s membership rank of Fellowship.

Mrs. Manuel A. Bergnes, President of the American Medical Association Aux-

iliary, will be the featured speaker at the 50th Anniversary Luncheon of the

Medioal Society of Delaware Auxiliary to be held at noon at the University and

Whist Club, 805 N. Broom Street, Wilmington, on April 25, 1979. The business

meeting will begin at 10 a.m. Luncheon reservations at $8.50 per person may
be made by calling Mrs. Walter Moore at 475-4014.

Cancer Reprints THE HOSPICE CONCEPT, an illustrated reprint, and BLADDEB CANCER,
reprint by Dr. Willet Whitmore, Jr., are available at no oharge from the Ameri-

can Canoer Society, Delaware Division, 1925 Lovering Avenue, Wilmington,

Delaware 19806. Telephone: (302) 654-6267.

CLINICAL NOTICES AND MEETINGS

American Cancer
Society Meetings

The following meetings will be presented by the American Cancer Society. For infor-

mation, contact: Marisol Douthit, Director, Public Information and Service and Re-

habilitation, American Cancer Society, Delaware Division, 1925 Lovering Avenue, Wil-

mington. Telephone: (302) 654-6267.

NATIONAL CONFERENCE—UROLOGIC CANCER—1979, April 4-6, Los Angeles

Hilton, Los Angeles, California.

NATIONAL CONFERENCE—BREAST CANCER—1979, September 6-8, Waldorf Astoria

Hotel, New York, New York. Approved for 16 credit hours in Category I.

TENS Program The Department of Rehabilitation Medicine, Emory University School of Medicine, will

present TRANSCUTANEOUS ELECTRICAL NERVE STIMULATION: PRINCIPLES
AND APPLICATIONS FOR THE CLINICIAN, March 8-10, The Woodruff Medical Cen-

ter Administration Building, Emory University, Atlanta, Georgia. The program meets

the criteria for 17 hours in Category I. For information contact: Meryl Roth Gersh,

M.M.S., R.P.T., Course Director, Center for Rehabilitation Medicine, Emory University,

Atlanta, Georgia.
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In Brief

Primary Care
and Psychiatry

Infectious Disease

ACS Spring

Meeting

AAP Spring

Meeting

Genetics and
the Law

Summer
Courses

The Philadelphia Psychiatric Center and the Department of Psychiatry of the University

of Pennsylvania will sponsor a seminar PSYCHIATRY—THE PRIMARY CARE PER-
SPECTIVE, April 7, Faculty Club, University of enrusylvania, 36th & Walnut Streets,

Philadelphia, Pennsylvania 19104. For information contact: H. R. Bleier, M.D., M.B.A.,

Program Director, Philadelphia Psychiatric Center, Office of Continuing Education, Ford

Road and Monument Avenue, Philadelphia, Pennsylvania 19131. Telephone: (215) 877-

2000, Ext. 249 or 255.

The American College of Physicians will sponsor UPDATE IN INFECTIOUS DISEASE,
March 21-23, Philadelphia, Pennsylvania. The program meets the criteria for 19% hours

in Category I. For information contact: Registrar, Postgraduate Courses, ACP, 4200 Pine

Street, Philadelphia, Pennsylvania 19104.

The American College of Surgeons will hold the 7th ANNUAL SPRING MEETING,
April 2-5, Denver Hilton Hotel, Denver, Colorado. For information contact: ACS, 55 E.

Erie Street, Chicago, Illinois 60611. Telephone: (312) 664-4050, Ext. 324.

The American Academy of Pediatrics will hold the ANNUAL SPRING MEETING,
April 21-26, Sheraton Centre Hotel, Toronto, Canada. For information contact: Joanna

Hague, AAP, P.O. Box 1034, 1801 Hinman Avenue, Evanston, Illinois 60204. Telephone:

(312) 869-4255.

The American Society of Law and Medicine will present the SECOND NATIONAL
CONFERENCE ON GENETICS AND THE LAW, May 21-23, Copley Plaza Hotel, Boston,

Massachusetts. For information contact: Aubrey Milunsky, M.D., Program Chairman,

200 Trapelo Road, Waltham, Massachusetts 02154. Telephone: (617) 893-4909.

Colby College, Waterville, Maine, will present the following courses, which meet the

criteria for Category I credits. They are co-sponsored by the Mid-Maine Medical

Telephone 798-2520

If No Answer,
Call 738-9180

E. H. Eaton, Director

CLAYMONT MEDICAL LABORATORY

Office Hours

Daily 9 A.M. to 3 P.M.
Eves. Tues., Wed., Thurs.

6 to 9 P.M.

Sat. 8 A.M. to 12 Noon WILMINGTON, DEL 19809

1320 PHILADELPHIA PIKE
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In Brief

Center. For information, contact: R. H. Kany, Director, Division of Special Programs,
Colby College, Waterville, Maine 04901.

ALLERGY AND IMMUNOLOGY, July 2-5 (16 hours).

TOPICS IN EMERGENCY MEDICINE, July 8-12 (24 hours).

EPILEPSY COURSE, July 10-14 (18 hours).

TOPICS IN PEDIATRICS, July 15-19 (17 hours).

SURGICAL TECHNIQUES, July 17-20 (15 hours).

HEMATOLOGY, July 22-26 (22 hours).

DERMATOLOGY, July 29-August 2 (16 hours).

NEUROSURGERY, July 22-26 (21 hours).
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FROM THE DELAWARE CANCER NETWORK*

A SURVEY OF ONCOLOGY LEARNING NEEDS OF DELAWARE NURSES

Marybeth Meyer Snyder, R.N., B.S.N.

Professional education is one method by which

the Delaware Cancer Network meets its cancer

control responsibilities. Keeping health care

providers current regarding trends in cancer

management permits the latest and best in can-

cer care to be provided to Delaware patients.

Nursing personnel, the largest group of health

care providers, are an important target for edu-

cational programming.

Knowles suggested that permitting participants

to determine the goal of learning positively in-

fluences learning in adults. 1 Since no data existed

concerning perceived educational needs of Dela-

ware nurses regarding care of the patient with

cancer, the nursing component of the Delaware

Cancer Network conducted a survey in the fall

of 1978 to identify their priority learning needs

in three main areas: basic and medical science,

systems of care, and nursing care of the patient

with cancer. Nursing care was further divided

into psychosocial and communicative aspects,

management of oare for specific sites and prob-

lems, nutritional implications, patient education,

and discharge planning. Data from the survey

were visualized as essential in establishing priori-

ties for regional educational planning.

Registered nurses (R.N.’s) and licensed practi-

cal nurses (L.P.N.’s) from 27 health agencies in

all three Delaware counties participated in the

survey. Through nursing administrative staff, 559

questionnaires were distributed, and a sample

Ms. Snyder is New Castle County Nurse Coordinator for the
Delaware Cancer Network.

•An NCI-supported agency located at 1200 Jefferson
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representative of the ratio of R.N.'s to L.P.N.’s

was sought. The 411 surveys returned from 26 of

the 27 participating agencies represents a return

rate of 75.3%. Of the respondents, 313 were

R.N.’s and 98 were L.P.N.’s. The majority of

R.N. respondents, 239 or 77.6%, were graduates

of hospital diploma programs. Associate degree

nurses numbered 12 or 3.9%, while 57 or 18.5%,

held the baccalaureate degree. As for practice

setting, 4.9% were in community health, 20.9%

in extended care, and 74.2% in acute oare set-

tings.

Findings

Thirteen items from the questionnaire were

identified by over 50% of the respondents as

educational needs. Eight relate to assisting the

patient to cope with his/her illness, with five

comprising the top five topics in terms of fre-

quency. Disorders of the blood and blood-

forming organs (ie, leukemia, Hodgkin’s disease,

and lymphomas) were the only site-specific ma-

lignant diseases to soore above the 50th percen-

tile. Management of four specific problems of the

oncology patient scored above 50 percent: de-

pression, anxiety, pain control, and side effects

of treatment. No items referring to the psycho-

logical, sociological, or emotional implications

in the oare of patients were identified as low

priority needs ( less than 30% ) . Nutritional im-

plications in the care of patients receiving

chemotherapy, principles of cell growth, invasion,

and metastasis also were priority educational

needs identified by a majority of respondents.

Street, Wilmington, Delaware 19801. Tel. (302) 428-2113.
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Cancer Communique

Summary and Conclusions

From the data presented, it is apparent that

nursing personnel desire educational programs

which will assist them in helping the patient and

family to cope with oncologic disease. Despite

a plethora of programs and literature in the past

ten years, nurses overwhelmingly indicated that

they do not feel prepared to meet these needs.

Several possible explanations are offered. Per-

haps past programs have not developed the ex-

pertise required to address the psychosocial needs

of the patient and family. Psychosocial needs

are often difficult to meet. Perhaps personnel do

not address them or do not receive adequate peer

or other support in attempts to address them.

The need for information on counseling and com-

munity financial resources for the patient and

family may indicate a desire for nursing person-

nel to refer patients to others for assistance, re-

lieving themselves of some responsibility. Data

also identify, as a priority, programming in nurs-

ing management of patients with leukemia,

lymphomas, and Hodgkin’s disease.

As a result of priorities identified, planning

has been initiated to address some of these needs.

The Third Annual Regional Nurses’ Conference

will be held June 14-15, 1979 on the topic of

“Hodgkin’s and Non-Hodgkin’s Lymphomas:

Multifocal Aspects in the Clinical Spectrum.”

This program will be oo-sponsored by the Leu-

kemia Society of America, Inc., Delaware Chap-

ter; Delaware Canoer Network; Bristol Labora-

tories; Adria Laboratories, Inc.; and the Ameri-

can Canoer Society, Delaware Division. In re-

sponse to needs identified by personnel in ex-

tended care facilities, cooperative inservioe pro-

grams will be presented in March, April, May,

and June at different locations on the topics of

“Nutrition in Canoer: Fact and Fallacy,” “Pain

Management,” “Psychosocial Needs of the Pa-

tient, Family, and Staff,” and “Nursing Manage-

ment of the Patient Receiving Therapy for Can-

cer.” Future program planning will utilize find-

ings from the survey to provide professional

education opportunities to prepare Delaware

nurses to provide the latest and best in cancer

oare.

REFERENCE
1. Knowles MS: Gearing Adult Education for the Seventies. Jour-
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BRITAIN’S SPLENDID EXPERIMENT—PART II

It might be said that British medicine has a

certain classical balance—it is suited to be prac-

ticed by physicians who are Spartans upon pa-

tients who are Stoics. These admirable, essen-

tially British characteristics should be kept in

mind when evaluating public tolerance of the

system.

Because every British citizen has access to

available medical oare without economic barrier,

the system remains politically attractive despite

evidence of growing disillusionment. This aocess

may be the only original goal of Aneurin Bevan

that has been realized. The goal of equal care

throughout all of Great Britain has not been

achieved; and the notion that with a nationalized

system and preventive oare, everyone would be-

come so healthy that the demand for medical ser-

A dropped line of type garbled the mean-
j

ing of the first paragraph of Part I of
j

Britain’s Splendid Experiment; therefore
j

we reprint it in its correct form.

i

A number of proposals concerning na- :

tional health insurance have been presented
|

j
to Congress. Last spring the AMA spon-

5

j
sored a seminar on Britain’s National Health

j

j
Service ( NHS

)
to help evaluate the Eng-

j

I lish system’s relevancy to the US as changes
j

I in our own health oare system are being
f

I oalled for. The oonferenoe contained about
j

j
40 doctors from across the US, most of them

j

leaders of county and state medical socde-
j

ties.
I

vice would actually diminish, remains far from

reality. Actually the aooess which the British

patient has, is to the severely hampered G.P.

whose office consultations average five minutes,

who heavily prescribes tranquilizers, and has

neither the intent nor the incentive to do any-

thing approaching an annual physical as a means

of preventive oare.

High Wycombe is a residential suburb of Lon-

don and considered a showplaoe of the National

Health Service. Here the government has allo-

cated for a population of 250,000, roughly two-

thirds the size of metropolitan Wilmington, two

radiologists, one hematologist, and one neurolo-

gist compared to Wilmington with twenty-seven

radiologists, five hematologists, and nine neu-

rologists.

Government spending on health service in

England has traditionally been tight, but the

spiralling costs of the present decade have called

forth stricter budgeting, the effect of the severest

restraints being upon the hospitals. Here the

government’s stratagem for cost containment has

been the non-provision of services. In this way
the public’s demand, their essential need, for

care is curbed by restricting the supply.

Our group of American doctors visiting health

centers noted that existing hospital facilities

that had proven to be too costly had been closed

down. A doctor from Utah snapped a photo of

the padlock on the door to a ooronary oare unit.

Operating suites stood unused while the “queue”

for surgery extends into years. Entire existing

hospitals have been shut down while the waiting

lists for hospital beds may have as many as 3500

people on them. The anguish inherent in such

deficiency can only be guessed at. One might
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conclude that the waiting list is the price one

pays in the United Kingdom for hospital service.

In the United States it is unfair of the pro-

ponents of national health insurance not to let

the working person know that he will be paying

for his medical oare, under whatever system it

is delivered. Under national health insurance,

engorged with the costs of legislation, administra-

tion, and management, it is going to cost more

and provide less. England’s medical care isn't

free: 91% of the revenue required is obtained

from general taxation and 9% from direct payroll

deductions.

While proposals for government-delivered

health care for Americans are springing forth as

the gentle rain from heaven, the British, whose

medical care is unbearably strained, are hope-

fully turning toward a system that holds great

promise for their health future: private practice.

This is not an easy step to fake after spending

the last 30 years supporting the National Health

Service, but the economic decline and medical

inadequacy of the past decade have been so

extreme as to cause even the most ardent propa-

gandists for socialized medicine to re-evaluate.

An editorial in the London Times on the oooasion

of the National Health Service’s 30th birthday

read: The NHS—All a Mistake?

The push toward private medicine in reoent

years has been spearheaded by corporations who
have bought private medical insurance for their

employees so that they may be treated promptly

and efficiently and as a means of providing an

employee benefit. From this, more private hos-

pitals have sprung up staffed by the top British

physicians for the approximate 2/4 million

Britons with private health insurance. The
charges of private doctors in the United Kingdom
are similar to our own, but it must be remem-
bered that fee-for-service payment is made with

after-tax pounds.

Without going into case histories, I think the

changing feelings of the individual can be ex-

pressed by the Briton who told us: “We’ve got to

queue up forever, you know, and my wife and

I will do it—after all, England still expects that

each man will do his duty—but when it comes to

a child, I rather think that most people would

consider whatever the cost of a private physician

to be worth it.”

In America we now have private insurance

protection for 94% of the population. We want

to take appropriate steps to contain costs, make
provisions for the remaining uncovered individ-

uals, and provide protection from the threat of

chronic or catastrophic illness. But there are

better ways of providing these measures, without

national health insurance, by working within and

adding onto the framework of the system we
already have. Without fanfare, dootors have

voluntarily made efforts to show that they would

be better at exercising cost controls than the

government.

At the beginning of the twentieth oemtuiy

when Europe led the world in medicine and the

air was electric with discoveries, even in that

optimistic age, the most imaginative of research

scientists could not have predicted the actual

achievements of medicine in this century. If

those searchers could know that in our time,

American medicine, granted without perfection,

could take this highly complex health oare sys-

tem and, by means of private enterprise, apply

it to this vast nation of more than 215 million

people, and in doing so make the top quality of

medical service promptly available to even the

poorest citizen, I think they might point out

that the “splendid experiment” has been ours.

130 Del Med Jrl, Mar 1979—Vol 51, No. 3



elaware
%dml journal

MARCH, 1979

VOLUME 51

NUMBER 3

LEGIONNAIRES' DISEASE

Introduction

Worldwide attention focused on Legionnaires

Disease when an explosive outbreak of pneu-

monia occurred among a group of persons at-

tending an American Legion Convention at the

Bellevue-Stratford Hotel in Philadelphia in July

of 1976. Since that time, twelve outbreaks of

epidemic pneumonia and one outbreak of an in-

fluenza-like febrile illness 1 have been attributed

bo the bacillus of Legionnaires’ Disease, now of-

ficially Legionella pneumophila, which is also

being identified with increasing frequency as the

cause of sporadic oases of atypical pneumonia.

This paper presents two oases of serologically

proven Legionnaires’ Disease seen at the Wil-

mington Medical Center in 1978 and briefly re-

views the literature.

Case Reports

Case 1. The patient was a 78-year-old, white re-

tired mushroom farmer with mild insulin-dependent

diabetes. He was well until three months prior to

admission when he noted the insidious onset of

malaise, weakness, anorexia, and weight loss despite

good control of his diabetes. A hospital admission

in July, 1978, was prompted by these symptoms.

The patient gave a history of travel to Florida 6ix

months prior to admission. Past medical history was

Dr. Winslow is a senior resident in medicine at the Wilmington
Medical Center, Wilmington, Delaware.
Dr. Taylor is senior in the section of Infectious Disease, Depart-

ment of Medicine, Wilmington Medical Center, Wilmington, Del-
aware.

Dr. Holloway is senior-in-chief of the section of Infectious Dis-
ease of the Department of Medicine, Wilmington Medical Center,
Wilmington, Delaware.

Dean L. Winslow, M.D.

William A. Taylor, M.D.

William
J.

Holloway, M.D.

negative for significant prior illnesses. He had

smoked one pack of cigarettes daily for 50 years. At

this time, physical examination was negative and

laboratory tests revealed an SGOT of 162 mU/ml
(normal 7-40), and an alkaline phosphatase of 115

mU/ml (normal 30-110). Chest x-ray, barium enema,

and upper gastrointestinal series were within normal

limits. The patient was discharged after six days of

observation.

He continued to feel weak, and four weeks later

Gtwo days prior to readmission) he developed in-

creased malaise and “dizziness.” The day before

admission fever, chills, and cough, productive of

scant amounts of whitish sputum were noted. His

temperature on admission was 37.4°C, pulse 130, and
respirations 30/minute. Examination revealed coarse

rales at the left lung base and a regular tachycardia

of 130/minute interrupted by occasional extrasystoles.

The liver edge was palpable at the right costal margin
with a vertical span of 10cm by percussion. No
splenomegaly or masses were appreciated. The pa-

tient was lethargic but oriented in all spheres; no
lateraliziing neurologic signs were present.

Chest x-ray showed dense consolidation of the left

lower lobe. (Figure 1) The electrocardiogram showed
a supraventricular tachycardia of 220/minute with 2:1

atrioventricular conduction. Hemoglobin was 13.6

g/dl, hematocrit 32%, reticulocytes 1.6%, white blood

cells 14,700 with 86% polymorphonuclear leuko-

cytes, 8% lymphocytes, and 6% monocytes. Sodium
was 127 mEq/L, potassium 4.8 mEq/L, and carbon
dioxide content 21 mm/L. BUN was 18, creatinine

1.3 mg/dl, and blood glucose 165 mg/dl; SGOT was
59 (normal 7-40), LDH 266 (normal 100-170), and
alkaline phosphatase 86 mU/ml (normal 30-110).

Total bilirubin was 2.1, and direct bilirubin 0.7 mg/dl;
gamma glutamyl transpeptidase was 55 IU/L (normal
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FIGURE 1

Case 1 : Admission chest x-ray.

15-85). Inorganic phosphorous was 2, and calcium

7.9 mg/dl; albumin was 3.1, and total protein 6.3 g/dk
Urinalysis was normal except for 1-|- albuminuria.

A gram stain of expectorated sputum revealed pus

cells and rare epithelial cells and grew normal oro-

pharyngeal flora. Cultures of blood and urine were
negative. Arterial blood gases on room air showed
a pH of 7.56, P002 20.7 torr, bicarbonate 17.9 mm/1,
and Po 2 87.6 torr. Cold agglutinins were present at

1:4 dilution. Skin te9t with PPD (5 units) produced

no induration at 48 hours.

The patient was given oxygen, digoxin, intravenous

fluids, and ceforanide, 500 mg intravenously every 12

hours. On the second hospital day, his temperature

rose to 39.3°C. On the third day, he had a brief

episode of hemoptysis. On the fourth hospital day,

ceforanide was discontinued and 100 mg of doxycy-

cline administered intravenously every 12 hours.

Repeat chest x-ray on the sixth day showed an in-

crease in the left lower lobe infiltrate with consolida-

tion and bulging of the major fissure. (Figure 2) By
the sixth hospital day, his temperature had fallen to

38°; he was totally afebrile by the eighth hospital

day. Doxycycline was continued for ten days. Fi-

beroptic bronchoscopy, performed on the sixteenth

day, was normal. By the eighteenth day, clearing of

the infiltrate on chest x-ray was apparent; the SGOT
had fallen to 69, LDH was 208, and alkaline phos-

phatase was 154 mU/ml. The patient continued to

improve slowly. He was discharged on the twenty-

second hospital day. Initial indirect immunofluor-

FIGURE 2

Case 1 : Chest x-ray, 6th hospital day, PA and lateral views.
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escent titer to Legionnaires’ Disease bacillus was less

than 1:32, rose to 1:64 at four weeks, and 1:256 at

seven weeks following his illness.

Comment

This patient presented with a non-specific

prodromal illness and abnormal liver function

studies three months prior to the onset of his

acute illness. Just prior to the current admission,

he experienced weakness, dizziness, fever, and

cough. The initial sputum gram stain showed

pus oells and a few organisms, but on the third

hospital day he had cough productive of bloody

sputum. Chest x-ray showed dense lobar con-

solidation and bulging fissures. Laboratory evalu-

ation revealed moderate leukocytosis without sig-

nificant shift, hyponatremia, elevated SGOT and

LDH, and elevation of the indirect bilirubin frac-

tion without evidence of hemolysis. In addition,

hypophosphatemia and hypoalbuminemia were

present. The patient displayed a poor response

bo a oephalosporin antibiotic and a prompt re-

sponse to doxycyoline. Seroconversion required

seven weeks.

Case 2 . This previously healthy, 63-year-old black

male was well until five days prior to admission

when, while at a convention in Denver, Colorado, he

noted the abrupt onset of headache, myalgia, and
non-productive cough. The patient was seen there

in an emergency room where he was given nose drops

and an unidentified oral medication. When his symp-
toms persisted, he was admitted to the Wilmington
Medical Center.

Admission physical examination revealed an ill-

appearing, elderly male in no acute distress. His

temperature was 40.1°C, pulse 100, respirations 20/

minute, and blood pressure 160/108. Other positive

physical findings included diminished breath sounds

and egophony at the right lung base and grade I/VI

ejeetion-type systolic murmur along the left sternal

border.

Admission chest x-ray showed bullous changes of

the left lower lung field and consolidation of the

right lower lobe. (Figure 3) Hemoglobin was 13.5

g/dl, white blood cells 14,300 with 82% polymorpho-

nuclear leukocytes, 13% lymphocytes, and 5% mono-
cytes. Blood glucose was 185, blood urea nitrogen

was 14, and creatinine was 1.5 mg/dl. Electrolytes

were normal. LDH was 232 mU/ml; SGOT and alka-

line phosphatase were normal. Albumin was 3.2, and

total protein 5.9 g/dl; phosphorous was 1.4, and cal-

cium 7.9 mg/dl. Urinalysis was normal. Gram stain

of expectorated sputum showed pus cells, epithelial

oells, and oropharyngeal flora. Sputum culture grew
normal flora; three blood cultures were negative.

FIGURE 3

Case 2: Admission chest x-ray.

The patient was given aqueous penicillin G, 2 mil-

lion units intravenously every four hours, but he con-

tinued to have high fever and on the second hospital

day tachypnea was noted. Arterial blood gas studies

while he was receiving nasal oxygen at 2 L/minute
showed a pH of 7.46, Pco2 of 28.6 torr, bicarbonate

19.9 mm/1, and Po 2 45 torr. Repeat chest x-ray

revealed increased infiltrates in the right lower lobe

and left upper lobe. (Figure 4) Penicillin was dis-

continued, and clindamycin and tobramycin started.

Twenty-four hours later, erythromycin, 500 mg intra-

venously every six hours, was added. Increasing

hypoxemia on the fourth hospital day necessitated

endotracheal intubation and controlled ventilation

with a volume-cycled respirator.

On the fifth hospital day, his temperature fell to

38°C. He was afebrile by the sixth day. Repeat

laboratory evaluation revealed an SGOT of 190, and

LDH of 378 mU/ml with an elevated LDH5 (liver)

fraction. Clindamycin was discontinued; tobramycin

was continued for a 14-day course, and erythromycin

for a total of 21 days.

Chest x-ray on the 20th day showed partial resolu-

tion of the bilateral infiltrates. He was discharged

on the 21st hospital day. Initial indirect IFA titer to

Legionnaires’ Disease bacillus was less than 1:32 and

rose to 1:512 at two weeks. He is now back at work.
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FIGURE 4

Case 2: Chest x-ray 24 hours after admission.

Comment

This patient presented with a history of fever,

cough, myalgia, and headache. Temperature/

pulse disassociation and rales were noted on phy-

sical examination. On admission there was patchy

consolidation of the right lower lobe by chest

x-ray, which rapidly progressed to bilateral in-

volvement associated with respiratory failure. He
did not respond to penicillin or tobramycin and

clindamycin, but rapidly improved when given

erythromycin. Abnormal laboratory data in-

cluded an elevated SGOT and liver fraction of

LDH as well as hypoalbuminemia and hypo-

phosphatemia.

Discussion

A. Epidemiology

The outbreaks of Legionnaires’ Disease that

have been investigated to date appear to be re-

lated to an airborne mode of spread in associa-

tion with nearby excavation and construction .

2 '5

In other epidemics, persistence of the organism in

water in the collecting pan of evaporative con-

densers and cross-contamination of air-condition-

ing systems have been demonstrated .

6 8 Most

outbreaks have occurred during the months of

May through October. There is a high level of

sero-positivity among oertain populations indi-

cating that subclinioal infection probably occurs.

Twenty-nine percent of employees at the Belle-

vue- Stratford Hotel2 and seventeen percent of

the Wadsworth VA Hospital employees4 had

serologic evidenoe of exposure. As high as

twenty-five percent sero-positivity was present in

various populations in Vermont .

9 Nosocomial

outbreaks have been identified in Columbus,

Ohio
,

10 Vermont
,

9
'
11 and Los Angelos .

3 ' 4 -
1113

Risk factors that have been identified for the

acquisition of Legionnaires’ Disease include

heavy smoking, chronic obstructive pulmonary

disease, alcohol consumption, and lower socio-

eoonomic status, as well as immunosuppres-

sion .

5 ’14 '
15 It should be noted, however, that these

are also risk factors for the acquisition of any

bacterial pneumonia.

B. Clinical Characteristics

An incubation period of two to ten days has

been noted in most oases3 '
16

;
however, a shorter

period (one to two days) was noted in most

cases of Pontiac Fever .

6

The clinical picture of Legionnaires’ Disease

has been described frequently in the litera-

ture .

2
'
3

'
5 16 20 Usually, there is a prodromal period

of weakness, malaise, and myalgia. In some

series, gastrointestinal complaints including ano-

rexia, nausea, vomiting, and diarrhea have been

present, preceding the onset of disease by several

days .

3 Abrupt onset of high, unremitting fever is

characteristic, and frequently there is associated

relative bradycardia .

3 '
21 Within 48-72 hours a

non-productive cough appears, which frequently

becomes productive of scant amounts of blood-

tinged sputum. Pleuritic pain may be present

and may cause diagnostic confusion with pul-

monary infarction. Rales are usually present and

may be detected before other physical signs of

consolidation are noted or infiltrate is seen on

chest x-ray .

317
It should be noted that pneu-

monia does not occur in all patients. The out-

break of Legionnaires’ Disease that occurred in

the county health department facility in Pontiac,

Michigan, in 1968 was a self-limiting influenza-

like illness without pneumonia .

6
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In most oases, the disease progresses over two

to six days. Severe hypoxemia and respiratory

failure oocur often; mechanical ventilation was

required in 20% of the patients in the Philadel-

phia outbreak. 2 In the more seriously ill patients,

shock and acute renal failure perhaps related to

hypotension and hypoxemia have been described.

Myoglobinuria has been noted. 16 Upper gastro-

intestinal bleeding, which may be attributable to

stress-induced gastritis, has been described in

several patients.

Mental confusion without lateralizing neuro-

logic signs has been noted and is usually unex-

plained by hypoxemia or other metabolic abnor-

malities. One patient who presented with gas-

trointestinal complaints and delirium and suf-

fered a generalized seizure, yet at no time de-

veloped pneumonia, has been reported. 18 When
performed, lumbar puncture has yielded normal

cerebrospinal fluid.
16

’22 A peculiar amnesia for

the first few days of hospitalization has been

noted in a few oases, including our case l.
23

In Legionnaires’ Disease pneumonia, expec-

torated sputum and transtracheal aspirates usu-

ally reveal pus cells but few bacteria. Other

common laboratory features include leukocytosis

between 10,000 and 14,000 with an increase in

band forms,2
’
17 hyponatremia (perhaps related

to syndrome of inappropriate anti-diuretic hor-

mone secretion), hypophosphatemia, and ele-

vated SGOT, LDH, and alkaline phosphatase.

Elevated serum creatine phosphokinase has been

noted in a smaller number of patients. 16 Vari-

able azotemia, proteinuria, and hematuria have

been described. Disseminated intravascular co-

agulation has been documented in at least two

patients. 18

In the Philadelphia outbreak, chest x-rays

were abnormal in 90% of patients.2 Initially,

patchy interstitial infiltrates, which rapidly pro-

gress to widespread consolidation, are seen. 2
'
3

'
21

’
24

Pleural effusion may precede development of the

infiltrate, with the fluid having characteristics of

an exudate.3 ’ 18 Absoess formation has occurred

rarely.3 -
26

’
27

It should be noted that all of the above clini-

cal, radiologic, and laboratory abnormalities are

not specific for Legionnaires’ Disease, although

a combination of a number of them in a given

patient may suggest the diagnosis.23 A retrospec-

tive study comparing patients with Legionnaires’

Disease to patients with pneumoooooal and my-

coplasma pneumonias showed no significant dif-

ference in frequency of cough, sputum produc-

tion, chills, gastrointestinal symptoms, myalgia,

and rales. 19 Unexplained encephalopathy, hema-

turia, elevated SGOT, and hypoalbuminemia oc-

curred more frequently, however, with Legion-

naires’ Disease.

C. Pathology

Pathologic examination is usually that of a

confluent bronchopneumonia27,28 with septal in-

filtration and alveolar consolidation by neutro-

phils, histiocytes, red blood cells, and fibrin. 28,29

Septal necrosiis seems to be encountered more

frequently in Legionnaires’ Disease than in pneu-

mooocoal pneumonia. 23 -
29 Variable numbers of

small, blunt, pleomorphic, occasionally vacuo-

lated bacilli are readily demonstrated by Die-

terle-silver impregnation staining; the organisms

are seen both intra- and extracellularly.29 ’30 On
Brown-Brenn or Brown-Hopps tissue gram stains,

the organism appears weakly gram-negative.30

The organism has been isolated from lung,

pleural fluid, and bronchial washings. 1
’
26

’
31 In

vitro the organism is fastidious and grows only

within a narrow Ph range on supplemented

media.31,32

Direct immunofluorescence staining of tissues

and body fluids is valuable in the rapid diagnosis

of Legionnaires’ Disease.33 Needle aspirates of

lung, transtracheal aspirates, bronchial washings,

and even expectorated sputum have yielded oc-

casional positive results by direct immunofluor-

escence staining.26 ’
34

The standard diagnostic method is the detec-

tion of antibody to Legionnaires’ Disease bacillus

by the indirect immunofluorescence technique.

A fourfold rise in the IFA titer is strongly sug-

gestive of Legionnaires’ Disease.31 This antibody

response is frequently delayed; up to six weeks

may lapse before seroconversion oocurs.3 In

sporadic oases, a single convalescent phase IFA
titer of 1:256 is considered suggestive of infec-

tion, but cannot be considered diagnostic since

IFA titer may remain elevated for several years

after infection, and high titers may exist in large
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numbers of normal people in areas where Legion-

naires’ Disease is endemic.35 The IFA titer is

not entirely specific; plague, tularemia, and lep-

tospirosis have all been incorreobly diagnosed as

Legionnaires’ Disease on the basis of a greater

than fourfold rise in the indirect IFA titer. Cross

reaction with antigens to Yersinia pestis, Pasteur-

ella tularensis, and Leptospira interrogans has

not been demonstrated, however.35

In other oases, considerable serologic overlap

with Mycoplasma pneumonia infections has

been inferred from changes in mycoplasma com-

plement fixation titer. An association between

with Mycoplasma pneumoniae infections has

activated mycoplasma infeotion and Legion-

naires’ Disease has been postulated.36

D. Treatment

Erythromycin in doses of 2 to 4 grams daily is

considered the drug of choice for Legionnaires’

Disease because of lower case fatality rates

among patients treated with this agent.35 Since re-

lapse of infeotion occurred in one patient treated

with erythromycin for 17 days, a 21-day course of

therapy is recommended.33 Tetracyoline and

doxycyoline have also been used with some suc-

cess.
20 Based on in vitro data, rifampin, oefoxitin,

erythromycin, the aminoglycosides, minocycline,

doxycyoline, chloramphenicol, ampicillin, peni-

cillin G, ca-rbeoicillin, oolistin, and trimetho-

prim-sulfamethoxazole all appear active against

the Legionnaires’ bacillus.37 Animal studies, how-

ever, revealed that only rifampin and erythro-

mycin prevented death in guinea pigs inoculated

inbraperitoneally with Legionnaires’ Disease ba-

cillus.38 Although to our knowledge, synergy

has not been unequivocally demonstrated, anec-

dotal reports support the addition of rifampin to

erythromycin in the patient who is not respond-

ing well to erythromycin alone. 18 -26

Summary

Legionnaires’ Disease must be considered in

the differential diagnosis of pneumonia. Al-

though no single clinical or laboratory feature

is characteristic, a constellation of findings may
suggest the diagnosis. Direot isloation of the

Legionnaires’ Disease bacillus is difficult on aiti-
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ficial media. The standard method of diagnosis

remains the retrospective observation of a rise

in the indirect immunofluorescence titer to the

Legionnaires’ Disease bacillus; however, direct

immunofluorescent examination of oHnioal speci-

mens shows promise for rapid diagnosis of Le-

gionnaires’ Disease.

Until more rapid and specific means of diag-

nosis are readily available, the clinician must

maintain a high index of suspicion for Legion-

naires’ Disease and, in a patient with undiag-

nosed pneumonia not responding to conventional

therapy, consider the addition of erythromycin.
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BILATERAL URETERAL HERNIATION

INTO THE SCROTUM

A Case Report and Review of the Literature

P. N. Patel, M.D.

Sadashiva S. Rao, M.D.

James J.
Gallagher, M.D.

Introduction

Ureteral herniation is very rare; only 120 oases

have been reported. 1 Ureteral herniation through

the sciatic foramen is even more rare.

Leroux described this condition at neoropsy in

1880. 2 Reichel is credited with its recognition

(in 1892) during operative repair of hernia.3 In

1937, Dourmashkin made the preoperative diag-

nosis of ureteral herniation on the basis of an

urographic study. 4 Fotopoulos reported the first

case of ureteral hernia diagnosed preoperatively

by retrograde pyelography. 5 Watson,6 in 1948,

reported 102 oases, which include 71 patients

previously reported by Dourmashkin. 4

The highest incidence is between 40 and 60

years of age, both sexes being equally affected.

(Table 1) Ureteral herniation occurs most com-

monly in the inguinal region in males and in the

femoral region in females. Ureteral herniation

has also been reported through the sciatic fora-

men7 and as internal hernias 8 between the iliac

vessels and the psoas muscle. The majority of

ureteral hernias occur as sliding or paraperitoneal

hernias. Preoperative diagnosis is advisable to

prevent ureteral injuries. In Watsons series none

of the cases was diagnosed preoperatively. 6

Review of the literature on ureteral hernias is

contributed by Lindbom, 7 Beck,9 Rothohild, 10

Swithenbank, 11 and Barquin and Madsen. 12 Fo-

topoulos and Burkhead presented a patient with

inguinal ureteral herniation accompanying an in-

testinal hernia and a voluminous hydrocele. 5

Jewett and Harris pointed out the congenital

Dr. Patel, a resident in urology at the time this paper was
wriuen, is currently in private practice in Bloomsburg, Pennsyl-
vania.

Dr. Rao is an Associate Member, Department of Urology, Wil-
mington Medical Center, Wilmington, Delaware.

Dr. Gallagher is a Senior Member and Director in the Depart-
ment of Urology, Wilmington Medical Center, Wilmington, Del-
aware.

origin of ureteral herniations since they were

associated with other malformations of the

urinary tract. 13

Case Report

A 71-year-old, white male patient was ad-

mitted for the treatment of congestive cardiac

failure. He was known to have ooronary heart

disease and had suffered an attack of congestive

cardiac failure in 1971.

For the past twenty years, he had had huge

bilateral inguinoscrotal hernias and slight fre-

quency of urination. Acute urinary retention

developed while he was undergoing treatment

for congestive heart failure during this hospital-

ization. He was evaluated urologioally.

Physical examination revealed that the entire

penis was incorporated in the scrotal mass. ( Fig-

ure 1 )
The hernias were partially reducible, and

an impulse on coughing oould easily be felt. Both

testes were apparently normal. The prostate was

moderately enlarged, firm, and without palpable

nodules.

His urinary retention was relieved by Foley

catheter drainage. BUN and creatinine were

normal. Urine examination and culture were

normal. A drip infusion IVP revealed that both

kidneys were at a low level with bilateral hydro-

Type

TABLE 1*

Male Female

Inguinal 6,13 40 9

Femoral 6 4 31

Sciatic foramen 7,9 0 2

Internal hernia 8 0 1

*Data in 87 cases of herniation of the ureter

reported
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FIGURE 1

The patient's entire penis is incorporated in the

scrotal mass of his huge bilateral inguinoscrotal

hernias.

ureters and hydronephrosis. (Figure 2) The

right ureter was dilated and tortuous with herni-

ation into the scrotum. (Figure 3) On the left

side there was a duplicate collecting system with

independent ureters, these ureters joining just be-

low the inguinal ligament. A loop of ureter was

herniated into the scrotum. (Figure 4)

The patient’s cardiopulmonary condition was

considered too poor for any surgical procedure,

and he was treated conservatively.

Discussion

The most common type of ureteral herniation

is paraperitoneal. There is a definite peritoneal

sac with the ureter lying along the sac. In the

rare extraperitoneal type there is no peritoneal

sac, but there is usually an associated vesioal

herniation. 14

Many herniated ureters remain undiagnosed

because of a lack of symptoms. 14 Some may be

detected as incidental findings on pyelographic

study (as in our patient), or, most often, during

operative procedures for hernia repair. Some
patients have irritative bladder symptoms, double

voiding urge, or symptoms suggestive of hydro-

nephrosis. Routine excretory urography will not

reveal the presence of herniation of the lower

ureter in every case. Intravenous pyelogram and

retrograde pyelography may be diagnostic, par-

ticularly when lateral and oblique views are

made. For better visualization, drip infusion

IVP has been suggested. 12 If the presence of

ureteral hernia is suspected during operation,

intravenous pyelogram indigocarminie or aspira-

tion of urine by hypodermic needle may be help-

ful in diagnosis. Urological investigation is in-

dicated in all patients with large hernias.

There are two theories to explain ureteral her-

niation. 14 The congenital origin theory considers

it to result from an anomalous development of

the Wolfian duct, with a traction effect during

testicular descent, and formation of congenital

hernia.

The acquired theory considers it a sliding

hernia. Pathologic changes include ureteral di-

latation, lack of ureteral peristalsis, periureteral

inflammation, and adhesions. 16

Operation for hernia is difficult when the ureter

is involved. In previously reported cases, the

FIGURE 2

Drip infusion IVP. Both kidneys seen at a low

level with bilateral hydroureters and hydroneph-

rosis.
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practioe was to replace the ureter retroperitone-

ally if it was found to be otherwise normal.4,5
-
12

If the ureter is found to be diseased, local or seg-

mental excision and reanastomosas or ureteroneo-

cysbostomy should be done. If there is marked

destruction of renal parenchyma, then nephro-

ureterectomy is the only choice, provided the

oontralateral renal system is normal.

Immediate postoperative results were good in

all the oases described in the literature. Late

postoperative complications such as failure of

anastomosis, uretero-cutaneous
,
or uretero-enteric

fistulae are not uncommon.

Summary

A case of bilateral ureteral herniation diag-

nosed by drip infusion intravenous pyelogram

has been reported. The patient has lived with

this condition for several years with few symp-

toms. Surgical correction was initially deferred

because of his poor cardiopulmonary status and

refused on further follow-up. The patient has

since been followed for one and a half years and

remains free of urological symptoms.

FIGURE 3

The dilated and tortuous right ureter is seen herni-

ated into the scrotum.

FIGURE 4

On the left side, a duplicate collecting system with

independent ureters joining below the inguinal

ligament and a loop of ureter.

The literature on bilateral ureteral herniation

has been reviewed.
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LETTING ONE'S STAFF KNOW THE PRACTICE'S

RULES AND FRINGE BENEFITS

Leif C. Beck, LL.B., CPBC
Vasilios

J.
Kalocredis, J.D.

Geoffrey T. Anders, J.D., CPA

Most physicians’ offices are friendly and rela-

tively informal in atmosphere. Even so, it is

important to establish certain basic policies and

communicate them to the staff. This helps avoid

unnecessary problems.

Too many physicians ignore the important and

basic task of formulating such rules. Others

neglect to adequately inform the staff of estab

lished policies. These failings should be re-

medied.

Each practice must evaluate and determine

what rules are right for it. What working con-

dition policies should be established? How
should vacation rights, sick leave, compensation,

fringe benefits, holidays, and the like be handled?

Once these decisions have been reached, a writ-

ing should result. A copy of this writing should

be given to each present employee ( and to each

future employee at the beginning of the employ-

ment relationship) to keep.

Some physicians react by initially opposing

such a manual on the basis that it is too “im-

personal.” Others are against it because they

seek “flexibility” in dealing with employees and

feel a writing limits freedom.

In reality a practice has a lot to lose from the

Lack of written policies when compared to what

it could gain in the preparation of such a manual.

Lack of communication is a major problem of

Messrs. Beck, Kalogredis, and Anders are the principal consult-
ants of Management Consulting for Professionals, Inc., Bala
Cynwyd, Pennsylvania.

medical practice personnel management. Not

having written policies often engenders feelings

of discrimination and inconsistency among the

staff. It is important for the staff to know that

fair and equitable guidelines have been estab-

lished and will be implemented.

The matter of sick leave is a good example of

where problems can arise. Some practices con-

tinue to pay a loyal, faithful, and competent as-

sistant for many months, not knowing when to

stop since no policy has been established. Often-

times the doctors are upset that the situation is

continuing, but oan not face up to telling the

employee that her salary will cease. The assist-

ant is delighted with the weekly checks but is

concerned as to when it will end. It is fairest

to all involved to communicate in writing as to

this from the beginning. It is far better for the

employee to know her entitlements than to be

uncertain—at least then she oan knowledgeably

plan for such contingencies.

Another illustration of the usefulness of such

written rules is in the area of holidays. For ex-

ample, what happens if a holiday falls on a

weekend? Is Thanksgiving Friday a day off?

By putting it down on paper all involved oan

better plan their personal and practice schedules

and avoid unnecessary last-minute embarrass-

ments and bad feelings.

Such a manual oan also clarify the entitle-

ments (if any) of part-time employees.

Communication of a practice’s fringe benefits
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is another excellent use of written personnel

policies. Medical office employers tend to pro-

vide generous fringe benefits. They are to the

staffs advantage. The practice should take maxi-

mum advantage of the goodwill they should en-

gender by clearly listing them in the writing.

This does much to help morale and foster a

happy and loyal staff.

Lastly, written policies should not affect the

informality and personal relationship that exist

in many practices. It oan be given to the staff

in a friendly fashion. The staff should be made
to understand that it is intended to keep them

fully informed. The productivity and personality

of a practice are really a function of the doctors

and the assistants—not of a piece of paper. The
writing, however, will help avoid unnecessary

unpleasamtries before they arise.

Set forth below is a suggested Personnel Policy

Manual. It should serve as a useful guide. It

requires adaptation. Each practice is different.

It should be individualized to fit each setting.

Doctors or office managers, however, should view

it as a basis for developing an appropriate writ-

ing for their own practices.

A. B. C. M.D. Associates

Personnel Policy Manual

This data is intended to provide you with an

understanding of the practice’s and your respec-

tive obligations and rights. It is provided in an

attempt to avoid unnecessary misunderstanding

and confusion. We all hope to continue working

together in a friendly and productive setting.

Feel free to raise any questions you may have as

they arise.

1. Working Hours

Our basic hours are A.M. to

P.M. on Mondays through Fridays. Part-

time employees will have different hours

from this by pre-arrangement. We expect

all employees to be on time each day. We
try to close the office on time each day,

but there are occasional times when cir-

cumstances call for one or more of us to

arrive earlier or stay longer in order to

meet the special need. When those oc-

casions arise, we expect you to contribute

as needed.

2. Lunch Hour

One hour is provided for lunch for all

full-time employees. This is to be arranged

among us to assure proper ooverage of the

office. Part-time employees are entitled to

a lunch break of shorter duration, and this

will be clearly specified on an employee by

employee basis.

3. Probationary Period

All employees are hired on a 90-day pro-

bationary period. An employee is not con-

sidered to be on permanent status until

having successfully completed this period

of evaluation. There will be a review and

discussion with each employee as he or she

approaches the end of the 90 days. If an

employee does not seem to fit into our work

patterns and relationships, we feel it is

preferable to both parties to terminate the

employment by the end of the probation-

ary period. If the relationship appears sat-
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isfaotory, we would prefer to say so openly

and discuss the job.

4. Termination

After the probationary period, we will

provide at least two-weeks’ notice and two

weeks’ salary (as separation pay) if dis-

missal of an employee should be neoessary.

You are similarly expected to give at least

two weeks’ notice in case you decade to ter-

minate your employment, enabling us to

seek a suitable replacement or coverage.

Please note that unused vaoation and/or

sick leave days are not normally paid for

upon termination.

Any gross violation of our work rules or

dishonesty could, of course, result in im-

mediate discharge without notice or separ-

ation pay.

5. Confidentiality

The work for our patients is by its nature

quite personal to them. You must, there-

fore, keep any information about our pa-

tients, their conditions, problems, relation-

ships, and the like absolutely confidential.

MEDICAL • PROFESSI

Nothing can be more embarrassing to us

than a discovery that information has been

divulged, even casually, by any one of us

to anyone outside the working relationship.

This is perhaps the most important rule

we have, and we must insist on your re-

specting it in spirit and in fact.

6.

Compensation

All employees are paid bi-weekly, every

other Friday, unless other arrangements

have been made.

Each employee’s work performance will

be reviewed onoe a year, during the month

of . This review will include

a personal discussion of your strengths and

weaknesses as we see them and hopefully

of your suggestions for our improvement.

The review will also result in an annual

salary adjustment, which is effective on

each

1. Please do not ask for or expect salary

raises at other times of the year. Salaries

are adjusted only on the basis of merit

and not on seniority, cost-of-living, or

NAL- OFFICE SPACE

1708 LOVERING AVENUE

4 - SUITES

FROM

1000 SQ.FT.

LEASE

OR

SALE

GILPIN, VAN TRUMP AND MONTGOMERY, INC. REALTORS
ONE CUSTOMS HOUSE SQUARE CUSTOMS HOUSE PLAZA WILMINGTON, DELAWARE 19801 (302) 656-5400
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the like. Furthermore, we do not pay

bonuses in the belief that your good

work should be reflected in your salary.

(We do not even pay Christmas bonuses,

having concluded that such apparently

gratuitous payments demean the em-

ployer, the employee, and Christmas it-

self.)

7. Holidays

We close the office for the following

paid holidays:

1 New Year’s Day
2. President’s Day
3. Good Friday

4. Memorial Day
5. July 4

6. Labor Day
7. Thanksgiving Day
8. Christmas Day

If any of these holidays should fall on a

weekend, we will be closed on the nearest

weekday.

Part-time salaried employees (those

working regular hours and paid by the

week, rather than by the hours worked)

will be entitled to pay for absence on holi-

days falling within their regular working

days, but not for holidays falling on days

they are not usually working. Other part-

time employees will not receive pay for

holiday absences.

8. Vacations

Each full-time employee is entitled to

vacation during each oalendar year as fol-

lows:

a. Two weeks (ten working days) in each

calendar year, provided full-time em-

ployment began before July 1 of that

year; but no more than one of those

weeks may be taken before three

months of full-time employment.

b. Three weeks ( 15 working days
) in each

oalendar year, provided there have been
five years of continuous full-time em-
ployment by July 1 of that year.

c. Four weeks ( 20 working days
)

in each

calendar year, provided there have been
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ten years of continuous full-time em-

ployment by July 1 of that year.

Part-time salaried employees are entitled

to proportionately less vacation time de-

pending on number of days and hours reg-

ularly worked and length of service. Other

part-time employees are entitled to no paid

vacation.

Vacations may be taken at any time dur-

ing the calendar year, but proper coverage

of the office will be considered before any

vacation request is granted. To properly

schedule all vacations and offioe coverage,

we would expect all requests for vacation

to be made at least one month in advance.

It is preferred that vacations be taken in

periods of at least one week, but vacations

of lesser periods will be granted if pos-

sible.

9.

Sick Leave

Each employee is important to our over-

all sucoess, and his or her presence on the

job is thus similarly important. While sick

leave is provided for, it is to be used only

when absence is unavoidable because of

illness. It is not a “right” to additional

time off; it is not cumulative from year-to-

year, and it will not be paid for if unused.

Apparently indiscriminate use of sick leave

would be a factor in measuring an em-

ployee’s annual salary increase, if any.

Each full-time employee is entitled to

the following paid sick leave:

A. Ten days in each calendar year, pro-

vided there have been 12 months of

full-time employment. An employee

is entitled to no sick leave until he or

she has been employed full-time for six

months, and he or she is entitled to only

five days of sick leave until so employed

for 12 months.

B. Fifteen days in each calendar year, pro-

vided there have been five years of con-

tinuous full-time employment by July

1 of that year.

C. Twenty days in each calendar year,

provided there have been 10 years of

continuous full-time employment by

July 1 of that year.

Any additional absence because of ill-

ness or injury must, unfortunately, be

treated as time off without pay.

Part-time salaried employees are entitled

to proportionately less sick leave depend-

ing on number of days and hours worked

regularly and length of service. Other part-

time employees are entitled to no sack

leave.

To be properlv granted sick leave, you

or a member of your immediate family

must call the offioe with information as to

the illness each morning promptly at 9:00

A.M.

10. Other Absences

If there is an emergency, of course, it

will be treated on an individual basis upon

advance discussion if at all possible.

Any absences from work, other than as

permitted by our rules, would be without

pay. Unless such excess absences are ap-

proved in advance, they may be cause for

termination.

1 1 . Other Benefits

(Use as appropriate.) We provide free

medical services for you and your immedi-

ate family (your spouse and your chil-

dren ) . This includes our services only and

does not include any other doctor’s fees,

hospital, etc.

We provide group medical insurance

through Blue Cross/Blue Shield (or name
other carrier) for our employees. You will

become eligible for this insurance after six

months of employment and upon your then

requesting coverage. We will then provide

you with an explanation of the benefits and

any proper enrollment card.

We provide disability income insurance

for our employees under age who
have been employed for at least one year.

This insurance provides you with payments

of $ per month after a day

waiting period in case you are unable to

work because of illness or aooident. Upon
your request when you become eligible we
will provide this coverage and explain the

benefits.
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We maintain a funded retirement plan

(Keogh Plan, corporate pension, or profit

sharing plan
)
for all doctors and employees

who have been employed for years

(months). We will provide you with an

explanation of the plan upon your request

when you become eligible.

We provide a group life insurance poMcy

for employees who have been employed

for at least months. This policy pro-

vides all non-doctor employees with $

of life insurance (plus $ extra in case

of accidental death.
)

Please ask for cover-

age and details when you become eligible.

12. Special Items

As joining and dues payment of medical

or dental assistants’ societies, educational

assistance, laundry arrangements, special

instructions as to offioe routines or super-

vision, etc.

Another excellent way of maximizing the good-

will value of fringe benefits provided to the staff

is to provide each employee with something

each January. A “total pay statement” should

accompany each employee’s W-2 Form. It can

easily be prepared on a typewriter and dupli-

cated to provide sufficient copies.

Each employee’s numbers can be filled in from

the wage records, premium notices, retirement

plan figures, etc.

The form might read as follows:

“We want you to be aware of the total pay

and benefits our practice provided for you during

1978. They are as follows:

Salary

Social Seourity

Unemploymerit
Blue Gross/Blue Shield

Group Life Insurance

Pension Plan

Profit Sharing Plan

Medioal/Dental Payments

$9,000.00

545.50

84.00

300.00

85.50

450.00

1233.00

275.00

Total Paid For You $11,973.00

We are delighted that these benefits could be

provided. We hope 1979 will be even better.”

The “total pay statement” helps impress upon

each employee that the practice is providing

more than just a paycheck.

Telephone 798-2520

If No Answer,
Call 738-9180

E. H. Eaton, Director

CLAYMONT MEDICAL LABORATORY

Office Hours
Daily 9 A.M. to 3 P.M.

Eves. Tues., Wed., Thurs.

6 to 9 P.M.

Sat. 8 A.M. to 12 Noon

1320 PHILADELPHIA PIKE

WILMINGTON, DEL 19809
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THE NATIONAL MEDICAL

PROFESSIONAL LIABILITY PICTURE*

Availability

Practicing physicians throughout the United

States are experiencing little if any inconvenience

in obtaining professional liability insurance. Mil-

lion dollar limits are common, although in a few

instances offered limits are restricted to $500,000

or less. In several states there are statutory

limits of individual liability with additional

losses covered through a state-operated patient

compensation fund.

The current “open availability” situation has

been brought about by the continued growth of

physician-owned companies, the activation of

new physician-owned companies, and a more

aggressive marketing posture by several com-

mercial carriers. The commercial carriers who
remained in the field throughout the crisis in-

clude Aetna, Hartford, CNA, Medical Protective,

and St. Paul. Most of these companies are now
actively seeking new business.

There are now 19 operational physidan-

owned/medical sodety-created insurance com-

panies, operating in 17 states and covering ap-

proximately 78,000 physicians. Several other

physician-owned or physician-dominated com-

panies, not created by medical sodety action,

cover upwards of 8,000 physidans. The Utah

State Medical Assodation has authorized the for-

mation of a company which planned to activate

before the end of 1978 with more than 750 initial

policy holders. Front money solicitations are

under way to establish a medical society-created

company in Kentucky and for the Texas Medical

Liability Trust, wbioh is sponsored by the Texas

Medical Assodation.

A few of the medioal sodety companies have

expanded their original geographic sales areas

to include other states. PICO of Ohio is offering

coverage in Kentucky as interim protection for

physicians who plan to insure through the modi-

This report was compiled by the American Medical Association
and released in November 1978.

Special
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cal society’s company when it is activated. MIEC
in California is offering polides in Idaho, Ne-

vada, and Alaska. The New Mexico physidan

company is completing arrangements to provide

insurance in Wyoming.

The formation of physidan-owned companies

has had a considerable impact on the distribu-

tion of malpractice business. It is estimated

these companies collectively have between 40%
and 45% of the market.

Premium Trends

Premiums generally have stabilized and in a

few instances gone down sinoe the dramatic rate

increases in 1974 and 1975 which threw the mar-

ket into chaos. Most of the decreases have been

stimulated by the commercial carriers. In some

instances they also paid dividends. Medical

society companies generally have maintained or

slightly increased their premium levels to build

surpluses as they gain experience in the insurance

world.

There remains a considerable geographic

spread in premium levels. The average premium

for $1 million coverage ranges from a high of

$8,200 in California to a low of $1,100 in North

Carolina.

Going “Bare”

It appears the number of physidans electing

to practice without malpractice coverage has

dropped dramatically since the crisis years. Most

states estimated that not more than 1% to 3%
of the practicing physidans are going “bare.”

The Principal Carriers

Physidan companies are operational in Ala-

bama, Arizona, California, Florida, Illinois,

Maine, Maryland, Michigan, Mississippi, Mis-

souri, New Jersey, New Mexico, New York,

North Carolina, Ohio, Pennsylvania, and Ten-

nessee.

Aetna operates medical society-sponsored pro-

grams in Connecticut, Delaware, Iowa, Mon-
tana, Utah, Vermont, Washington, West Vir-
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ginia, and Wyoming. Hartford has sponsored

plans in Colorado, Louisiana, Oklahoma, and

the District of Columbia. CNA has medical

siooiety-sponsored plans in California, Oregon,

and South Carolina. St. Paul remains the na-

tion’s largest single oarrier with direct premiums

in 1977 of $158,662,000 for coverage provided

to both physicians and hospitals. The New York

physician company ranks fifth in the nation with

$100,850,000 in direct premiums.

Loss Prevention Programs

While there is a growing awareness of the po-

tential benefits to both patients and the quality

of care, few state societies have yet to develop

ongoing, sophisticated patient safety programs.

Two of the more advanced risk control programs

are operational in Colorado and Maryland. Most

of the society insurance companies now have

risk control committees and periodically sponsor

educational seminars through local medical so-

cieties and hospitals.

It is apparent that considerably more research

and attention will need to be given to patient

safety activities before the potential impact of

such programs can be assessed properly.

Claims Trends

The survey did not include an evaluation of

claims trends. It is generally believed, however,

that oladms frequency per 100 physicaans dropped

during 1975-76. This is the period when most

of the medical society companies entered the

market. It appears that both the frequency and

size of claims increased in 1977. The downward
trend in 1975-76 is attributed principally to the

massive media coverage of such dramatic events

associated with the “onisis” as physician slow-

downs and state legislative debates on tort re-

form. As the after-shock waves of the “crisis”

subside, there is growing concern that the social

olimate with respect to malpractice litigation is

returning to the pattern that precipitated the

events of the early and mid 1970’s.

Reinsurance

London remains the principal source for medi-

cal liability reinsurance. The American Medical

Assurance Company, a wholly owned subsidiary

of the American Medical Association, is now in

its third year as a partial reinsurer for a number

of the physician-owned/medical society-created

insurance companies.
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US EMERGENCY POLICY: CAN IT BE IGNORED?

While considerations of national energy policy

continue to seem remote from our daily lives

except for occasional annoying intrusions such

as the oil embargo of several years ago, these

issues promise to have a significant impact be-

ginning in the relatively near future. The pos-

sible consequences of choices made by ourselves

and the government in this regard should interest

us as citizens and physicians.

Official proposals for future US energy policy

largely relate to minimizing oil imports and sus-

taining growth in energy consumption; two im-

portant ingredients of a solution include rapid

expansion of coal mining (mainly strip mining)

and increasing use of nuclear energy, predomi-

nately nuclear fission.

Coal mining has the advantages of relative

domestic abundance and avoidance of risks as-

sociated with an energy source utilizing or pro-

ducing plutonium. It is apparently not cheaper

to generate electricity from fossil fuel than

nuclear fuel. There are a number of established

or postulated problems with the use of coal for

supplying electricity. These include environ-

mental problems such as warming of fresh water

run-off of the contiguous forty-eight states by

waste heat release, doubling of atmospheric

carbon dioxide early in the next century, signifi-

cant air pollution, and acid rainfall with possible

effect on the nitrogen cycle. The health hazards

of underground coal mining are already well

known and include mining accidents as well as

black lung disease; the latter costs the govern-

ment about one billion dollars per year in com-

pensation to affected miners. Additional hazards

include those due to air pollution (acute and

chronic) and potentially to long-term climatic

change. Furthermore, coal plants in large cities

yield an exposure from radioaotinides in fly ash

exceeding permitted radiation exposures from

reactors of equivalent power. These hazards

would be mitigated somewhat by the use of strip

mining, coal plants far from cities, “scrubbers,”

which remove sulfur oxides from the products of

coal burning, and a policy utilizing coal mining

on a smaller scale and as a transitional tech-

nology to be phased out with the development

of other energy sources.

The use of nuclear power as an energy source

has been more loudly discussed in the media. Its

advocates point to low average pollution (past,

present, and future), cost advantages over ooal

and oil fuel plants, replacement of foreign oil

resources, immediate and long-term availability

of uranium, an excellent safety record, low risk

of catastrophic accident, and maintenance of a

position of continued influence in a world soon

to be committed to the use of nuclear power on

a widespread scale. Critics of nuclear energy

oppose it for many reasons, some of which follow.

1) Analysis of the probability of melt-down of

the reactor core is inadequate because it cannot

be stated with certainty that all possible failure

modes have been considered, because it assumes

reactor design adequacy, and because it does

not consider human failure. 2) The potential for

cancer induction and genetic damage secondary

to accidental release of radioactivity 'is difficult

to assess but is probably significant. 3) The

problem of disposal of nuolear waste is largely

unresolved. This presents problems not only

for the US domestically but also in relation to

our dealings with other nations utilizing nuclear

energy, recognizing that nuclear wastes pose a

more difficult problem vis-a-vis bomb production

than does the provided reactor material. 4)

Transportation of radioactive material to and

from reactors may present a formidable problem

from the standpoint of possible accidents or

sabotage. 5) We are the prime mover in the

development of the use of nuclear power and its

attendant problems in the world, especially as

regards nuolear weapons. Our willingness to

abandon nuclear energy would lead to a world-

wide abandonment of this technology. 6 )
Regu-
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lation of nuolear safety is empeded by the large

capital investments required.

The debate over nuclear energy has been ran-

oorous, and one’s own conclusions probably re-

late to whether one is basically an optimist or a

pessimist. As Hobenemser et al put it: “The

properties of nuolear power— high technology,

large capital investment, rapid growth, abbre-

viated experience, and low probability — high

consequence risks — pose unprecedented regu-

latory problems.”

An alternative energy policy has been advo-

cated by Lovins, utilizing so-called soft tech-

nologies such as solar heating and cooling, wind

energy, conversion of organic material to fuels,

and technical “fixes” such as heat pumps, recup-

erators for waste heat in industrial processes,

and more efficient furnaces and car engines.

This approach is thought to have 'the advantages

of greater safety, relative cheapness, decentral-

ization of energy sources, less damage to the

environment, inexhaustible supply, availability

now or in the relatively near future, and preser-

vation of fossil fuels for emergency use and the

petrochemioal industry. These technologies

would be phased in over the next few decades,

utilizing transitional technologies such as tech-

nical “fixes” and a modest increase in the use of

coal as a bridge. Criticisms of this policy in-

clude the following: 1) This policy would re-

quire a major change in our society from a

growth to a non-growth outlook, from centraliza-

tion of utilities to decentralization. There are

institutional barriers to this which may be in-

superable. 2) The application of these tech-

nologies would be much more expensive than its

advocates suggest. 3) These technologies are

unlikely to be sufficient by themselves to meet

our energy needs at any point in the future. 4)

Small community power stations cannot afford

sufficient trained manpower to run and maintain

these units.

To summarize, it is generally agreed that al-

ternatives to oil and gas as a primary fuel must

be found and implemented in the relatively near

future. Coal is probably going to be utilized in

greater amounts, though there is disagreement

as to the degree to which this technology should

be used as well as to the duration of its usage.

Significant health hazards related to air pollu-

tion, underground miffing, and environmental

change are thought to accompany its use. Soft

technologies such as solar power, wind power,

and recuperation of factor heat waste are pro-

posed and would be relatively safe, but there is

controversy concerning their impact on the en-

ergy problem. Furthermore, strong institutional

barriers to following this road are present. Nu-

olear power remains <a hotly debated issue with

articulate and highly qualified people on both

sides of the issue. The dilemma has been de-

scribed by Weinberg as follows: “We nuclear

people have made a Faustian bargain with so-

ciety. On the one hand we offer—in the cata-

lytic nuclear burner (breeder)—an inexhaustible

source of energy . . . but the price we demand
of society for this magical energy source is both

a vigilance and a longevity of our social institu-

tions that we are quite unaocustomed to.” Pro-

gress in this area will probably be slow, if it

occurs at all. Those who do not believe that the

debate over nuclear power is important should

read Ognibene’s article in Saturday Review and
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Gilinsky’s article in Foreign Affairs. The former

deals with radiation releases, government cover-

ups, and possible genetic and carcinogenic effects

associated with a nuclear weapons facility at

Rocky Flats, Colorado. The latter article de-

scribes the current and imminent difficulties in-

volved with the worldwide spread of nuclear

capability utilizing or producing plutonium.

A short list of recent articles relevant to mat-

ters of national energy policy is appended. These

articles can be read in several hours and will

leave the reader better informed and possibly

less undecided.

J.S.W.
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FAMILY MEDICINE Principles and Applications

edited by Jack H. Medalie, M.D., The Williams &

Wilkins Company, Baltimore, 1978. 372 pp. Price

$15.95.

Dr. Medalie is Professor and Chairman of the

Department of Family Medicine at Case Western

Reserve University School of Medicine in Cleve-

land.

The strength of Medalie’s book lies in his

unique focus on the “art” of medicine while

leaving the science to be learned from other

sources. Unfortunately, the weakest of the book’s

seven sections is the first one, in which Dr. Med-

alie and others attempt to define and categorize

their subject, the family.

The nuclear family is defined in Wench and

Blumberg’s definition as:

Based on a clear cut biologically structured

division of labor between men and women
with the man playing the instrumental role

of provider and protector and the woman
playing the expressive role of housekeeper

and emotional mainstay.

In one instance, Dr. Medalie acknowledges

family types in variance with the nuclear family,

but he never describes doctor-family interactions

with any other group than the traditional version.

Must not medical personnel begin to acknowl-

edge the increasing number of single parents,

communes, and multiple children from different

partners as family units also?

Otherwise, the book provides useful didactic

information. The sections include a description

of the family life cycle, a guide to family therapy,

and other topics such as the use of teamwork in

a family practice and the POMR. The mile-

stones in a family’s life cycle include courtship

and early marriage, expectancy, the first child,

the family with an adolescent, middle age, old

age, death and dying. In reoognizing these land-

marks and other potentially stressful situations

in a family’s life, the physician can help main-

tain family stability.

Dr. Medalie also recommends physical exams

Del Med Jrl, Mar 1979—Vol 51, No. 3

for expectant fathers, early preparation for retire-

ment, and accompanying the family through

death and mourning periods. In the section en-

titled “Family Therapy” we are reminded that

ruling out organic pathology as a possible eti-

ologic factor is not equivalent to saying “there

is nothing wrong.” The reader is offered guide-

lines by means of clinical examples for diagnoses

and treatment of the maladapted family, and it

is suggested that family therapy can be effec-

tively performed by the family physician without

referral to a psychiatrist.

The final ohapters are devoted to the practi-

calities of supervising an office and health care

team. Specific recommendations are given to

aid the “team” ( doctor, nurse, social worker, and

secretary) in establishing goals, defining roles,

and performing effectively together.

Dr. Medalie’s book is of value to all future

physicians, but especially to medical students,

because it emphasizes those ideas of medicine

which may be overlooked as the profession ad-

vances technologically. First, no person func-

tions independently of his community. Disease

affects not only the “identified patient” but also

those people with whom he lives in equilibrium.

Therapy plans therefore must recognize the

needs of these “hidden patients” in order to pro-

vide comprehensive management of the disease.

Adding years to life is worth nothing if we can-

not add life to years.

Family Medicine—Principles and Applications

is a worthwhile and enjoyable book for students

and practitioners.

Nancy B. Morrow, B.A.

Jefferson Medical Student

%

RHEUMATIC DISEASES by Warren A. Katz, M.D.,

J. B. Lippincott Company, Philadelphia, 1977. 603

pp. Illus. Price $57.50.

This text is a multi-authored work covering

rheumatology in depth. According to the authors,

the book is a “practical, problem-oriented ap-
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proach with many diagnostic flow sheets and

broad lists of differential diagnoses.” There are

four sections. Section I is a general discussion

of the interpretation of nheumatologic signs

and symptoms and their application to each of

the specific joints. Section II concerns ancillary

tests. Section III is an in-depth discussion of

each of the major rheumatic diseases, and Section

IV conoems treatment.

There is an abundance of excellent photos and

x-rays, each well illustrating an important point.

The book is comprehensive, easily readable, and

oriented towards the internist or family physician

(in comparison to Hollander’s text) although

the rheumatology specialist should find sections

of this book useful.

Some of the text and lists of differential diag-

noses are repetitious, but this is understandable

beoause, of necessity, Section I overlaps Section

III.

The discussion of lupus as well as many other

sections of this text is up-to-date.

The discussion of the MCP, PIP, DIP joints

is exceptionally well done and recommended to

all readers, as are the chapters on radiology of

joints, and the chapter on oral, ocular, and cu-

taneous manifestations of joint disease.

In summary, this is a new multi-authored text-

book on rheumatology covering the more com-

mon disease manifestations. It is recommended

without reservation to all internists and family

physicians and hospital library reference collec-

tions.

Howard Leibowitz, M.D.

Medical Resident,

Wilmington Medical Center

Vi %

MORAL PROBLEMS IN MEDICINE edited by Samuel

Gorovitz, A. L. Jameton, R. Macklin, et al, Prentice-

Hall, Inc., Englewood Cliffs, New Jersey, 1976.

553 pp. Price $1 1.50.

This is a compilation of essays covering a va-

riety of moral issues pertinent to the practice of

medicine. There are brief introductions to major

areas, but the main part of the book is devoted

to a broad range of brief reprints. There is
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input from medicine, law, philosophy, and re-

ligion.

Many medical schools are now presenting

courses in medical ethics. Sometimes this is not

far removed from medical politics. Concepts

of medical care may change as simply and

rapidly as changing the definition of health and

illness. Not very long ago it would have been

thought presumptuous for laymen to offer opin-

ions on such matters. Today it would be pre-

sumptuous to act without such opinions.

It is most useful to review our everyday ac-

tivities from the vantage point of social justice.

This can range from the long-term social aspects

of birth defects to thoughts considering the right

to health oare and the allocation of medical re-

sources. Recently there has been a resurgence

of thinking about death and dying. These topics

and many more are discussed briefly but force-

fully in the book. An awareness of the issues

discussed in this volume will help to put our

activibes into perspective. On some days, that

is no small benefit.

Stephen H. Franklin, M.D.

£ US

CLINICAL AUSCULTATION OF THE HEART, 3rd ed.,

edited by Abe Ravin, M.D., F.A.C.C., Lane D. Crad-

dock, M.D., F.A.C.C., Philip S. Wolf, F.A.C.C., and

David Shander, M.D., F.A.C.C,., Year Book Medical

Publishers, Chicago, 1977. 285 pp. Ulus. Price

$23.95.

Anyone who wants to read a book on heart

sounds has a lot of good choices. The list starts

with the first edition, published in 1949,

of Clinical Auscultation of the Heart by Levin

and Harvey. This classic text, now available

in its second edition, is still the benchmark for

comparison. In addition to Levin and Harvey,

there are dozens more, including two prior edi-

tions of Ravin et al in 1958 and 1966.

All of the standard cardiology textbooks have

sections on auscultation, but most of these are

large tomes and they cover the subject of auscul-

tation in much less detail than a book devoted

entirely to it. There are at least two texts since

1965 by Luisada which are primarily devoted to

the art and science of listening to the heart.

These are the most technical and supply much
about physical principles of sound as well as the

technology of phonocardiography. McKusick’s

Cardiovascular Sounds in Health and Disease,

1958, and the Ongly, Rappaport, Sprague, and

Nadis textbook, Heart Sounds and Murmurs,

published in 1960, both also have to be men-

tioned as landmark books.

The closest competition for the current Ravin

et al is the AHA monograph (No. 46), Physio-

logic Principles of Heart Sounds and Murmurs,

put together after a symposium in 1974 with

many contributors. Ravin’s book is more concise

than the monograph, easier to read because of

better style, and more bedside-teaching oriented.

Like the monograph, it explains the newest

concepts of the origin of the heart sounds, con-

cepts which have resulted from newer tech-

nology such as open heart surgery, intracardiac

phonography, and more precise timing of cardiac

events through improved ins'trumentation. The

description of normal first and second sounds,

split sounds, third, fourth (preferred term is

atrial sound), and fifth sounds is as clear and

concise as you can find. The section on the in-

nocent murmur is extremely good. The approach

to specific disease entities from the standpoint of

bedside physical examination results in a well-

rounded discussion of the clinical aspects of the

major cardiac disease entities so that although

the primary thrust of the book is auscultation,

it is an excellent cardiology text in itself.

Being compact, it is a nice little book to carry

around or keep in your oar for quick reference,

and this portability is also what medical students

need. In paperback with slightly smaller print

it could easily be pocketsize.

Dene T. Walters, M.D.

WJ

A RIGHT TO HEALTH The Problem of Access to

Primary Medical Care by Charles E. Lewis, Rashi

Fein, and David Mechanic, John Wiley & Sons,

Inc., 1976. 367 pp.

The title of this book is somewhat misleading.

The book is not a philosophical or political dis-

oussion concerning the existence or non-existenoe
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of a right to health (a somewhat sticky matter).

As the subtitle implies, it is concerned with the

problem of aooess of the patient to primary

medical care. The authors contrast this with

acute medical care which is primarily organized

around the hospital, involves specialized medical

knowledge, personnel, and equipment, and is

thus readily adaptable to functional organiza-

tion. The focus is therefore on general medical

care as directed toward the nonhospitalized pa-

tient. Valid or not, the public views its prob-

lems with suoh care as difficulty of gaining

access to the system and high and uncertain costs.

A three-pronged approach is offered by three

co-authors. First is an attempt to put the prob-

lem in general terms and furnish definitions of

what is being talked about. This is done by

David Mechanic, Fh.D., sociologist of the Uni-

versity of Wisconsin. Secondly, Charles Lewis,

M.D., Professor of Medicine, Public Health, and

Nursing of UCLA, reviews eleven different pro-

grams which have attempted to increase access

to medical care over the past 20 years, offering

a critical summary of each. Lastly, Rashi Fein,

Professor of Economics of Medicine at Harvard,

discusses options for the future based on past

experiences.

The following points are made by the authors:

1. The right of the sick person to receive care

is supported by a large public consensus.

2. Medioal care problems are not completely

relatable to the competitive market place.

Thus, an increase in the number of dootors

will not necessarily lead to increased access

to primary care.

3. There is a need for coordination among
many schemes offered in the past. Often

in their aim to solve one particular problem

they have led to dislocations in other areas.

4. Optimal access to primary oare is measured

by availability of the care, obtainability,

both physical and economic, and compre-

hensiveness of care, that is, possibility of

access through the primary system into the

more specialized area of oare.

5. The conflict between consumer demand and

the expert knowledge of the medical ser-

vice provider is succinctly characterized

in the following:
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“The fact is medicine is a role de-

fined by the community, and prob-

lems troubling patients cannot be

reasonably ignored by physicians

simply because they find them un-

interesting or because no clear in-

tervention is available.”

Reading the book is an education in the com-

plexities of finding solutions to health care prob-

lems. It seems to me to lend strong support to

the notion of gradualism as against the concept

of a revolutionary change toward a monolithic

federal system.

It does seem that the US is staggering toward

a system of equal aooess for all to medical ser-

vices, and we as physicians can hope, along with

the authors, that this system will be agreeable

to the three groups involved, consumers, pro-

viders, and the organizations producing the pro-

viders.

W. P. Portz, M.D.

PSYCHOSOCIAL CARE OF THE DYING PATIENT

edited by Charles A. Garfield, Ph.D., McGraw-Hill

Book Company, New York, 1978. 420 pp. Price

$13.95.

The impetus for many of the articles in this

fine resource book for health oare professionals

developed from presentations at the Training

Conferences for Physicians on Psychosocial Care

of the Dying Patient held annually since 1976.

Among the other excellent contributions are re-

prints and some new articles from the experience

and research of internationally recognized leaders

in the oare of persons with life-threatening dis-

ease.

This volume is intended to be a definitive

socio-medioal text for medical students and prac-

titioners. It attempts this, not so much by de-

tailing research data and statistics, but rather by

making the dying patient come alive for the

reader. The oare of the dying is an issue of the

heart, an existential encounter between the pa-
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AN OUTPATIENT REHABILITATION AND PHYSICAL THERAPY

FACILITY CONVENIENTLY LOCATED IN BRANDYWINE HUNDRED
PROVIDES THE PHYSICAL THERAPY TREATMENTS

PRESCRIBED BY PHYSICIANS

All services are performed under the direction of a physical therapist

supervised by a medical director.

REHABILITATION CONSULTANTS, INC.

SUITE 100, HAGLEY BUILDING

3411 SILVERSIDE ROAD

WILMINGTON, DELAWARE 19810

(302) 478-5240

8:00 A.M. to 4.00 P.M. Tuesday, Thursday

8:00 A.M. to 7:30 P.M. Monday, Wednesday, Friday

Del Med Jrl, Mar 1979—Vol 51, No. 3 179



Book Reviews

BE CONFIDENT WITH

THE DOCTOR’S BAG
1320 Washington Street NNilmington, Detaivore

FOR

SUPPORTS TRUSSES

GARMENTS ELASTIC HOSIERY

SPINAL BRACES CERVICAL COLLARS

TRACTION APPARATUS

——

tierut and the physician. The course encounter

is determined by the patient and family ( “ Listen

to the patient. He will tell you what needs to

be done.” p. 52 )
and the commitment of the phy-

sician to be actively and emotionally involved

with the patient and family and to make effec-

tive use of proven palliation techniques.

Throughout the book, the experience of the

patient/family and the experience of the physi-

cian are examined and then woven together to

display the intricacy of this important relation-

ship. Eric Cassell offers a brilliant article on this

matter entitled “Treating the Dying—The Doc-

tor vs the Man within the Doctor.”

Richard Kalish, in his article, “A Little Myth

Is a Dangerous Thing,” calls for more research

and clinical data to support ( or challenge
)
some

of the more popular advice about the care of the

dying. He and others, while grateful for the

pioneering work and heuristic value of Dr. Kub-

ler-Ross’s stage theory ( 1969 ) ,
are critical of the

way in which it has been misunderstood, dis-

torted, and misused, and sometimes has led to

just another demand upon the dying patient to

die in the “right” wav if you want us to care for

you.

Ethical questions are identified by a theologian

(Young) and a neurosurgeon (Heifetz). Young

distinguishes among benemortasia “natural course

of the disease” (Dyck, 1973), euthanasia “with-

drawal of life-sustaining measures,” mercy killing,

and suicide, and asks of each the questions of

intention, means, and consequences. Heifetz

likewise claims no absolutes but stresses as a

primary ethical concept the constitutional prin-

ciple of self-determination, “the right of the in-

dividual to be left alone” (Justice Louis Bran-

deis, 1928) and suggests that the parents’ ability

to make wise decisions affecting themselves and

their children coupled with the physician’s com-

mitment to the preservation of life is sufficient

safeguard for decisions about the tragic new-

born. Roth writers reject the notion that in

every instance the physician must apply the

technological imperative “always do what can be

done.”

The book concludes with a discussion of reoent

advances in pain and symptom oontrol, hospice

development, and staff education.

This book will be read and valued for a long

time to come.

Carl R. Sachtleben

Mr. Sachtleben is Coordinator of Pastoral Services for the Del-
aware Cancer Network.
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ENDOCRINOLOGY New Directions in Therapy by

Robert E. Bolinger, M.D., Medical Examination Pub-

lishing Company, Inc., New York, 1977. 275 pp.

Illus. Price $12.00. Spiral Bound.

There is a need for a concise guide to clinical

endocrinology, but this book doesn’t meet that

need.

The author discusses various aspects of patho-

physiology and therapy wliich are of interest to

him to the exclusion of other important areas.

While diplomatically discussing a wide variety

of diagnostic and therapeutic maneuvers for each

entity, he fails to spell out a dogmatic, clinically

useful approach. This, combined with a verbose
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writing style, makes the book difficult to use.

Also unsettling, for a book published in 1977

with references through 1975, is how dated the

text is already. The book is a good effort by a

single author, but is of limited use to most phy-

sicians.

William Jaffee, M.D.

us us US

INTERNAL MEDICINE SPECIALTY BOARD REVIEW,

6th ed, edited by Nathaniel Wisch, M.D., Medical

Examination Publishing Company, Inc., New York,

1978. 240 pp. Index. Price $15.00. Spiral Bound.

This volume is one of several currently avail-

able collections of review questions and problems

designed to simulate the experience of the

American Board of Internal Medicine certifying

examination. A total of 390 multiple choice

questions and ten patient management problems

are inoluded, divided approximately equally

among the various medical subspeoialties. Each

question is accompanied by one or more current

references specifically pertaining to that question.

The answers include a thorough discussion that

serves as a review of the subject covered. Ques-

tions are of a sufficiently difficult nature as to

provide a challenging test of the reader’s knowl-

edge, yet they rely for the most part on familiar

clinical settings and problems.

The questions are arranged in random fashion;

a problem in rheumatology may be followed by

one relating to endocrinology. This does simu-

late the ABIM test itself but makes the review

of an isolated subspecialty that much more diffi-

cult. The addition of norms by which the reader

might compare his efforts with others would also

be helpful. This relatively inexpensive book is

recommended for anyone in the field of internal

medicine who wishes to test his command of the

subject with an eye toward uncovering weak

areas for more intensive review.

E.
J.
McConnell, M.D.

Dr. McConnell is a senior resident in the Department of Medi-
cine at the Wilmington Medical Center.
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Speakers on
“Ask the

Doctor”

Speakers for April 1979 on the Tuesday radio program (11:05 a.m., WDEL),
produced by the Medical Society of Delaware are: April 3, Carl T. Mulveny,

M.D., Heartburn; April 10, Howard D. Cohen, M.D., Chronic Serous Otitis

Media; April 17, J. Jordan Storlazzi, Jr., M.D., Learning Disabilities; April 24,

John Maroney, M.D., Childhood Nutrition.

In the News John H. Benge, M.D. has been installed as President of the New Castle County

Medical Society. Other officers are: I. Favel Chavin, M.D., President-Elect;

Richard H. Morgan, M.D., Vice-President; Marvin H. Dorph, M.D., Secretary;

and Christos S. Papastavros, M.D., Treasurer.

The X-Ray Program of the Delaware Lung Association will terminate March

31, 1979. It was decided that the need for such a program in this community

has diminished considerably sinoe its inception during the 1940’s and that the

present need for low cost x-ray services can easily be met by existing chest clinics

located throughout the state. The Delaware Lung Association will continue to

offer free Pulmonary Function Screening tests on a daily basis at the Delaware

Lung Association Headquarters, 1308 Delaware Avenue, Wilmington, and at

various locations in industry and to the public throughout the state. For clinic

locations and schedules, call the Delaware Lung Association, (302) 655-7258.

CLINICAL NOTICES AND MEETINGS

29th Annual
Scientific Sessions

ACP Courses

The American Heart Association, Pennsylvania Affiliate, and the Division of Cardiology

of the Pennsylvania State University College of Medicine at the Milton S. Hershey

Medical Center will sponsor a course, MANAGEMENT OF CORONARY ARTERY DIS-

EASE AND CONGENITAL HEART DISEASE, March 29-30, Hotel Hershey, Hershey

Pennsylvania, as part of the 29th Annual Scientific Sessions. The course has been ap-

proved for 12 hours of credit towards Category I of the AMA Physician’s Recognition

Award; 12 Prescribed hours of AAFP; 12 Class II credit hours by the ACGP (Osteo-

pathic). For information, contact: AHA, Mark A. Andrejeski, Program Director, P.O.

Box 2435, Harrisburg, Pennsylvania 17105.

The following programs, approved by the AMA for Category I credit towards the Phy-

sician’s Recognition Award, are sponsored by the American College of Physicians. For

information, contact: ACP, 4200 Pine Street, Philadelphia, Pennsylvania 19104.

Going home.
It’s powerful medicine.

Sometimes going home from the hospital to

recuperate is the best medicine there is We can help by
sending qualified health care specialists home with

you. for as long as you need them. Call HOMEMAKERS
UPJOHN*, when you re ready to go home

Telephone: 656-2551

HOMEMAKERS
UPJOHN'
A service program
of The Upjohn Company
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Heart and Lung

Disease and
Workers’
Compensation

COMPLICATIONS OF UREMIA, April 2-6, San Antonio, Texas.

DIAGNOSTIC AND THERAPEUTIC CONCEPTS IN ENDOCRINOLOGY, 1979, April

23-27, Rochester, Minnesota.

The American Society of Law and Medicine and the New Jersey State Bar Association

will sponsor a conference, HEART AND LUNG DISEASE AND WORKERS’ COMPEN-
SATION, April 5-7, Cherry Hill Hyatt House, Cherry Hill, New Jersey. For information,

contact: A. Edward Doudera, Esq., Executive Director, American Society of Law &
Medicine, 454 Brookline Avenue, Boston, Massachusetts 02215. Telephone: (617) 734-8316.

ASIM Annual The 23rd ANNUAL MEETING OF THE AMERICAN SOCIETY OF INTERNAL MEDI-

Meeting CINE will be held April 26-29, Fairmont Hotel, New Orleans, Louisiana. For informa-

tion contact: Edward Segal, Director of Communication, ASIM, 2550 M Street, N.W.,

Suite 620, Washington, D.C. 20037. Telephone: (202) 659-0330.

Association of

Cytogenetics

Technologists

Meeting

The SECOND ANNUAL REGIONAL MEETING OF THE ASSOCIATION OF CYTO-
GENETICS TECHNOLOGISTS will be held Saturday, April 28, at the A. I. duPont

Institute. The program will include discussion of the latest advances in cytogenetic

technology and the application of clinical genetics. The keynote speaker will be Dr.

Wladimir Wertelecki, Professor and Chairman of the Department of Medical Genetics

at the University of South Alabama. Members of the medical, dental, and nursing

communities are invited to attend. For information, contact: C. E. Clark, Clinical Re-

search Department, A. I. duPont Institute, P.O. Box 269, Wilmington, Delaware 19899.

Community-Based The American Medical Association is sponsoring a workshop, PHYSICIANS AND
Mental Health Care CHRONIC MENTAL PATIENTS: POTENTIALS FOR COMMUNITY-BASED CARE,

May 10-11, Palmer House, Chicago, Illinois. For information contact: Ms. Suellen

Muldoon, Associate Director, Department of Mental Health, AMA, 535 N. Dearborn

Street, Chicago, Illinois 60610.

"Current Concepts in Medicine for the Practicing Physician"

THURSDAY, FRIDAY and SATURDAY, MAY 3, 4 and 5, 1979

VALLEY FORGE HILTON, KING OF PRUSSIA, PA.

Sponsored by
THE BRYN MAWR HOSPITAL

n affiliation with Jefferson Medical College

GUEST SPEAKERS INCLUDE:
• T. S. DANOWSKI, M.D.

Clinical Professor of Medicine
University of Pittsburgh

• SIMON STERTZER, M.D.
Hemodynamic Laboratory

Lenox Hill Hospital, New York
• JOSEPH J. RUPP, M.D.

Professor of Medicine and Assoc.

Director of Continuing Education

Jefferson Medical College
• LAWRENCE R. KRAKOFF, M.D.

Chief, Hypertension Division

Mt. Sinai School of Medicine
New York

FOR INFORMATION WRITE:
HAROLD J. ROBINSON, M.D., Director, Main Line Conference
The Bryn Mawr Hospital, Bryn Mawr, Pennsylvania 19010

for 20 hours of Prescribed AAFP PMS, AMA Category I CME Credit

AOA and ACGPOMS approved
Registration Fee: $135.00 (includes 3 luncheons, cocktails and dinner)

PROGRAM INCLUDES:

THURSDAY:

• Infections

• Drowning
• Hypertension
• Diabetes

• Surgery

FRIDAY:

• Therapy of Cardiac Arrythmias

SATURDAY:

• 38 Concurrent Sessions

• And More

Approved
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New Jersey The 213-th ANNUAL MEETING OF THE MEDICAL SOCIETY OF NEW JERSEY will

Annual Meeting be held May 12-15, at Convention Hall, Atlantic City, New Jersey. Medical Society of

Delaware members are cordially invited to attend the scientific session. For information

contact: Ms. Marion R. Walton, Convention Manager, Medical Society of New Jersey,

Two Princess Road, Laiwrenceville, New Jersey 08648. Telephone: (609) 896-1766.

Management Skills The National Health Oare Management Center, the Wharton School, School of Medicine,

and the School of Dental Medicine, University of Pennsylvania, will sponsor a program
in management skills for health care professionals, ESTABLISHING AND ACCOM-
PLISHING ORGANIZATIONAL OBJECTIVES, May 23-25, National Health Oare Man-
agement Center, University of Pennsylvania. For more information contact: Ms. Susan

Bray, National Health Care Management Center, 3641 Locust Walk, Philadelphia, Penn-

sylvania 19104. Telephone: (215) 243-4748.

Asthma

Pacemaker
Course

Tropical Diseases

The American College of Chest Physicians and the Albert Einstein College of Medicine

will sponsor a course ASTHMA, June 6-8, New York Sheraton, New York City. The
program meets the criteria for 15 credit hours in Category I of the Physician’s Recogni-

tion Award of the AMA. For information contact: Dale E. Braddy, Director of Educa-

tion, American College of Chest Physicians, 911 Busse Highway, Park Ridge, Illinois

60068.

The American College of Chest Physicians will sponsor a course PACEMAKERS IN
1979 AND BEYOND, June 28-30, Pocono Hershey Resort, White Haven, Pennsylvania.

The program has been accredited for 11 hours in Category I of the Physician’s Recogni-

tion Award of the AMA. For information contact: Dale E. Braddy, Director of Education,

American College of Chest Physicians, 911 Busse Highway, Park Ridge, Illinois 60068.

The Hebrew University Medical School—Hadassah Hospital in Jerusalem will sponsor

a course, TROPICAL DISEASES IN TEMPERATE CLIMATES, August 16-31, Tel Aviv,

Israel. The course is accredited for 32 hours of Category I credit towards the Physi-

cian’s Recognition Award. For information contact: Sanford F. Kuvin, M.D., Director

of Overseas Medical Education, American Friends of Hebrew University, 300 71st Street,

Suite 430, Miami Beach, Florida, 33141. Telephone: (305) 868-7600.
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THIS YEAR 300 PHYSICIANS WILL START A PRACTICE

THEY THOUGHT COULDNT EXIST.

We supply the office, the staff, the patients, and the best equipment to work with.

Free professional liability protection, $32,000 a year to start, or more depending

on experience. Even 30 days’ paid vacation. Be the doctor you want to be in

today’s Navy. For a free brochure explaining all details, call Mr. Curtis toll-free at

(8001638-0317. Or write:

NAVY MEDICAL PROGRAMS

6525 BELCREST ROAD, HYATTSVILLE, MARYLAND 20782
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FROM THE DELAWARE CANCER NETWORK*

REPORT ON THE FIFTH ANNUAL MEETING OF THE ASSOCIATION

OF COMMUNITY CANCER CENTERS

Robert W. Frelick, M.D.

On the ninth and tenth of March, the Fifth

Annual Meeting of the Association of Commun-
ity Cancer Centers (ACCC) took place in Wash-

ington, D.C. This relatively new organization,

which represents 122 cancer treatment facilities

throughout the United States, was developed to

provide a medium for exchange to improve the

care of the cancer patients in their own com-

munities. It is estimated that approximately 85%
of cancer management is in the patient’s own
local community. Therefore, efforts to upgrade

and improve the transfer of research information

to patient management, without undue delay, are

a major concern. The ACCC has helped to

stimulate increased National Cancer Institute

(NCI) interest in community activities as part

of the national cancer plan.

Delaware has been cited as an example of good

community cancer planning and organization. It

has played a leadership role in the development

of the ACCC. It has been, and continues to be,

mutually advantageous for those of us involved

to find out what other communities are doing.

For example, Grand Rapids has an excellent sys-

tem of guidelines for cancer care for major sites

of cancer. It has been demonstrated in the

Grand Rapids area that when guidelines are de-

veloped and followed, there is significant im-

provement in patient management. Likewise,

Kentucky’s experience in getting the state legis-

lature to help finance improved cancer control

Dr. Frelick is Deputy Director for Cancer Research for the
Delaware Cancer Network.

’An NCI-supported agency located at 1200 Jefferson
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techniques makes us wonder whether the Dela-

ware legislature should be similarly encouraged.

Members of ACCC have been heavily involved

in hospice planning. Finding out what others

are doing in this field is helpful in our own de-

liberations.

We are looking forward with interest to new

proposals due to come out in several weeks from

the NCI to stimulate community oncology pro-

grams. Some may be especially appropriate for

Kent and Sussex Counties. NCI will be asking

for cooperative interdisciplinary groups of pro-

viders (for two to four hospitals) to set up guide-

lines for cancer care and find ways of measuring

the effects of such action on patient management.

The Delaware State Tumor Registry can assist in

this latter function very effectively.

Membership in the ACCC includes administra-

tors, nurses, and social workers, as well as phy-

sicians. The Annual Meeting had workshops to

help all groups, plus a series of papers including

one from Mrs. Joanne Tully Cossman, Senior

Nurse Coordinator, Delaware Cancer Network,

on the cancer nursing program in Delaware.

The officers of the organization met prior to

the meeting with Dr. Upton, Director of the NCI.

We were able to review with him the National

Cancer Institute’s programs as they relate to com-

munity activities. I am pleased to report that Dr.

Upton is quite sensitive to community needs and

is interested in what the ACCC and its members

have to say.

Street, Wilmington. Delaware 19801. Tel. (302) 428-2113.
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Cancer Communique

The Association of Community Cancer Cen-

ters has also organized a “key man” group who
meet the day before the meetings with their Con-

gressional representatives; this insures that mem-
bers of Congress are kept informed of cancer

management problems and the impact of the Can-

cer Control Division of the NCI on community

planning and organization for cancer.

The ACCC is not primarily designed to see

who can get the most money from the federal

government. It is designed as a self-help group

but does not ignore the impact federal money and

planning can have on cancer prevention, screen-

ing, programs, treatment, and rehabilitation. The

Delaware Cancer Network is a delegate member.

The author of this report has just been nomi-

nated as President-Elect of ACCC. I hope that

all Delawareans interested in cancer control will

support efforts to continue to improve our own

program and at the same time provide leadership

and stimulus to others. Better ways should be

devised to help those who look to us locally for

help as potential or actual cancer patients.

AIRPORT SHUTTLE SERVICE, inc.

HOTEL du PONT

WILMINGTON, DELAWARE

PHILA. INTERNATIONAL AIRPORT

And All of Delaware and Maryland

•

Deluxe Door-To-Door Pickup Or Delivery At

Your Home-Office-Hotel-Motor Lodge . . .

FOR RESERVATIONS OR INFORMATION

<302) 655-8878

UNIFORMS, INC.

Full line of uniforms featuring such name brands as

White Swan, Tiffiny, Whittenton, Barco, etc.

LAB COATS — CONSULTATION JACKETS

INTERN TROUSERS — SHOES (Nurse Mates)

HOSIERY

1140 BALTIMORE PIKE

(215) Kl 3-4002

Springfield, Pa. 19064

TRI-STATE MALL (Lower Level)

Claymont, Delaware 19703

(302) 798-5387
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CHIROPRACTIC

“Chiropractic is the science of locating and

removing any interference with the transmission

of nerve energy. A license granted under the

provisions of this chapter shall not entitle a

licensee to use drugs, surgery, osteopathy, obstet-

rics, dentistry, optometry or chiropody.” This is

the definition and limitation of chiropractic under

the code of the state of Delaware. In 1965, a

Federal District Court, in a decision later affirmed

by the US Supreme Court, noted that, “Chiro-

practic is a healing art designed to relieve human

ailments by manipulation and adjustment of the

spine,” and that it is “chiropractic doctrine that

most, if not all, human ailments result from a

slight misalignment or subluxation of continuous

vertebrae.”

Chiropractic literally means “done by hand”

and its theories originated with a late 19th cen-

tury tradesman, Daniel David Palmer, who oper-

ated a “magnetic healing” studio in Davenport,

Iowa. Palmer, in 1895, believed he had dis-

covered the ultimate cause of most disease in the

misalignments or subluxations of vertebrae, and

the cure in spinal manipulation and adjustment.

Modern chiropractic continues to hold to this

theory, and, as the above definitions state, mis-

alignment and adjustment remain the basis of

chiropractic doctrine.

Over the past 350 years, and particularly the

past 150 years, major advancement and achieve-

ments have been made in scientific medicine. Old

theories were discarded or modified as new dis-

coveries were made. Through scientific research,

medicine continues its advances into the last part

This article originally appeared in the Sunday News Journal of
February 25, 1979, as a contribution to the “Sunday Forum."

of the 20th century. Scientific medicine excludes

chiropractic because a basis for the chiropractic

concept of disease is still absent. Unless all the

research of the past 100 years is wrong, most of

chiropractic theory remains in the 19th century.

Manipulation for musculoskeletal disorders has

been used by physicians both medical and osteo-

pathic, and under proper conditions and indica-

tions, manipulation can be helpful. The public,

however, should be warned of the hazards to

health of entrusting the diagnosis and treatment

of diseases, such as cancer, diabetes, malignant

hypertension, cardiovascular stroke, and infection

to practitioners who, in the treatment of these

conditions, rely upon the theory that all disease

is caused by misalignment of spinal vertebrae and

can be cured by manipulation of the spine.

Criticism of chiropractors as “primary contact

physicians” comes from within their own profes-

sion. In an article in the December 11, 1978,

issue of Medical World News, Reginald Gold,

D.C., President of Pennsylvania’s Adio Institute

of Straight Chiropractic, states, “No chiropractor

is qualified by his or her training to know when

medical care is needed . . . but the implication is

that they are qualified to recognize when a patient

should be referred. That’s what they tell the pa-

tient and the world. They are not qualified to

do so.”

In its 80-year history, chiropractic has won
many important political victories. In 1973, after

a seven-year campaign against opposition, such as

the Department of Health, Education and Wel-

fare, the US Public Health Service, and the Na-

tional Council of Senior Citizens, chiropractic ser-

Del Med Jrl, April 1979—Vol 51, No 4 197
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vices were included under Medicare and Medi-

caid. However, President Carter has proposed

the elimination of chiropractic benefits under

Medicare and Medicaid in fiscal 1980. The ad-

ministration budget request said, “In the absence

of scientific evidence that chiropractic services

either improve or maintain health status, HEW
believes that chiropractic should be removed from

the list of eligible providers.” It is estimated that

this would save $35 million in fiscal 1980.

The inclusion of chiropractic services under

Blue Cross-Blue Shield of Delaware, Inc. should

be opposed, and opposed primarily because of the

absence of scientific evidence that chiropractic ser-

vices either improve or maintain health status.

The fact that chiropractic services are covered by

some insurance plans and Workers’ Compensa-

tion does not lend scientific validity to chiroprac-

tic. Broadening its coverage is not in the best

interests of the public.

Practitioners of chiropractic are allowed prac-

tice freedom probably wider than that of any other

health care practitioners, except the physician.

This freedom has not been won on the basis of a

scientific merit of their practice, but by political

action. Again, by political action they are seeking

to have coverage of their services broadened.

They give to the public and lawmakers the im-

pression of a persecuted profession, hounded by

organized medicine. However, there have been

no recent developments that would support the

scientific basis of chiropractic. Medicine remains

committed to improving health care through

scientific means and will continue to oppose un-

scientific practices that are contrary to the best

interests of the public.

IS

Telephone 798-2520

If No Answer,

Call 738-9180

E. H. Eaton, Director

CLAYMONT MEDICAL LABORATORY

Office Hours

Daily 9 A.M. to 3 P.M.

Eves. Tues., Wed., Thurs.

6 to 9 P.M.

Sat. 8 A.M. to 12 Noon

1320 PHILADELPHIA PIKE

WILMINGTON, DEL 19809
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CLIMATE, THIRST, AND RENIN

Robert B. Flinn, M.D.

Since Dr. Joseph Holmes discussed, “Thirst as

a Symptom” in 1952, 1 new information has be-

come available which explains some of the enig-

mas of preceding eras.

In the early 1800’s, Dupuytren noted that dogs

dehydrated by exposure to the sun lost their

thirst when given water intravenously. During

the cholera epidemic of 1832, Latta found that

the severe thirst associated with the vomiting and

diarrhea was controlled when he gave his patients

intravenous isotonic solutions. 2 Both Dupuytren

and Latta’s studies demonstrated that thirst should

be abated if fluid loss was restored even if the

mouth was bypassed in the process.

Claude Bernard, best known for his interest in

the “Milieu Interieur,” performed the reverse ex-

periments in 1856. 3 Using a horse with an esopha-

geal fistula and a dog with a gastric fistula, he was

able to demonstrate that unlimited amounts of

fluid by mouth did not quench these animals’

thirst. But when the fluid was given directly into

their stomachs via the fistulae in qantities large

enough to rehydrate them, their thirst disap-

peared.

The next landmark in the study of thirst ac-

tually set back research some years. In 1918,

Dr. Flinn, a nephrologist, is editor of the Delaware Medical
Journal.

This paper was adapted from a paper presented to the American
Clinical and Climatological Association.
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Dr. Walter Cannon wrote a paper suggesting that

the sensation of thirst was secondary to a dry

mouth. 4 He concluded that although thirst may

be secondary to a general need for water, dryness

of the mouth and decreased salivary flow were the

primary sensors of dehydration. This led to three

popular theories for thirst. Claude Bernard’s

theory that thirst was due to general dehydration

and it could occur with or without dry mouth was

the first. He proposed that there was some gen-

eral cellular receptor of thirst and thought it did

not reside in any single organ. The second theory,

that thirst originated in the central nervous system,

came from clinical observations in 1881 by one

Dr. Nothnagel, who reported the case of a man
who developed an extraordinary thirst after sus-

taining a head injury long before he showed any

evidence of a diuresis. 5 This, plus other informa-

tion that similar observations had been made in

patients with brain tumors, led Nothnagel to pro-

pose that the central nervous system was the

origin of the thirst center. Dr. Cannon’s dry

mouth theory was third.

Years later it was demonstrated that desali-

vinated animals do not overdrink.6 This seemed

to be in direct contradistinction to Dr. Cannon’s

theory, and finally laid it to rest. Direct stimula-

tion of CNS centers was then demonstrated to

cause thirst in animals and overhydration did not

decrease this response. With the demonstration
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Climate, Thirst, and Renin—Flinn

of a thirst center in the CNS, Dr. Bernard’s theory

of a generalized thirst center also lost favor.

The identification that the thirst center in the

hypothalamus responds to cellular dehydration

did not adequately explain why thirst could also

be stimulated in the absence of cellular dehydra-

tion. Further studies in search for an extracellu-

lar control of thirst were therefore started. As

you recall, Latta’s original experience with cholera

patients suggested that volume depletion was an

important stimulant to thirst. Thirst was also

noted in patients with burns who had a huge third

space fluid loss into the area of their burns or

eschars. Burn patients are volume-depleted from

their extracellular space, but their tonicity is nor-

mal. Cellular thirst is thus clearly not responsible

for the thirst of burn victims.

In 1961, Fitzsimons demonstrated that rats

would increase the amount they drink when they

were depleted of intravascular fluid by bleeding

even without any change in their osmotic pressure.

In further experimentation, polyethylene glycol or

some non-mobilizable colloid was injected either

into tissues or intraperitoneally. In these experi-

ments, fluid was rapidly pulled from the intra-

vascular compartment with marked stimulation of

thirst. 7

There are several other classic experiments, one

utilizing vena caval ligation, another causing hy-

potension, which demonstrated thirst to be stimu-

lated by decreasing the volume of the intravas-

cular compartment. Other follow-up experiments

then demonstrated that this thirst response to

volume depletion was eliminated by bilateral

nephrectomies. 8 Fitzsimons and Simons demon-

strated in 1969 that an extract from the cortex of

kidneys injected into animals would cause thirst,

and that renin or angiotensin would also cause

thirst when injected into animals. 9 In 1971, along

with Epstein, they demonstrated that angiotensin

II injected into the cerebral ventricles in very low

doses stimulated thirst.
10

In 1973, Simpson and Routtenberg located the

subfornical organ, which lies in contact with the

anterior portion of the third ventricle, as the an-

giotensin-sensitive thirst receptor. 11

The center of cellular dehydration thirst is lo-

cated in the preoptic area, and a separate extra-

cellular thirst center located in the subfornical

organ. Both of these are separate from the os-

moreceptor controlling the production of anti-

diuretic hormone located in a different area in

the hypothalamus. The subfornical organ is ac-

tually an extraventricular or periventricular struc-

ture which lies in the anterior yvall of the third

ventricle, accessible to blood-borne hormone but

outside of the blood brain barrier. Fitzsimons

suggested that blood-borne angiotensin acts by

reducing the blood flow to these cavernous peri-

ventricular structures.

The fact that renin or angiotensin I had a

similar effect caused some confusion until Fischer-

Ferraro (197 1)
12 and Ganten (197 1)

13 separ-

ately demonstrated in dogs that the entire system

for conversion of renin to angiotensin II is present

in the ventricles.

In summary, cellular thirst appears to be medi-

ated through an acetylcholine-controlled central

mechanism stimulating the limbic structures. The

sensor for this system is sensitive to cellular de-

hydration. Extracellular thirst stimuli appear to

arise from two main sources: volume receptors in

the low pressure side of the circulation probably

mediated through vagal nerves which directly

stimulate the extracellular thirst center; and from

renal renin which is converted to angiotensin II,

the active stimulant. (Figure 1 ) Angiotensin II

appears to work by direct action on the subforni-

cal organ to stimulate the release of catechola-

mines and dopamine as the active neurotransmit-

ter.
11

— » Extracellular hypovolia n

I I I

Drinking Stretch receptors Arterial

in low pressure baroreceptors

\

circulation i

Thirst centers « CNS » Sympathetic activation

I J
Angiotensin -* — Renin -* J G cells -*

FIGURE 1

Possible mechanisms for drinking caused by extra-

cellular dehydration as described by Fitzsimons

(Reported with permission from #22).
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Water Requirements

I am going to digress for a moment from the

discussion of thirst to review various requirements

for water by different animals. Man, for instance,

eating an average diet of 3,000 calories consisting

of 465 g of carbohydrate, 85 g of fat, and ap-

proximately 90 g of protein should be able to

produce approximately 340 cc of metabolic water

from the metabolism of his diet. However, at the

same time he will probably lose 700 cc of water

in insensible loss and excrete 700 to 900 cc of

highly concentrated urine to eliminate urea and

other metabolic wastes. In addition to his food

he will require 1060 cc of water to remain in

water balance. Other animals are more efficient.

There are some that can live entirely on metabolic

water. Lizards and desert reptiles consume other

insects which serve them as a sole source of

water.

The camel will actually survive only about a

week without a water source. He is able to go this

long because of the large reservoir of fat in his

hump, which when metabolized will yield 20 or

30 pounds of water. He can further reduce his

urine volume by subsisting on a carbohydrate

diet. This diet, since it is very low in protein,

produces less urea, and therefore requires a

smaller urine volume for excretion of this reduced

urea load. Another conservation system em-

ployed by the camel is its ability to increase its

body temperature by 10-12 degrees Fahrenheit.

This greatly reduces the need to lose water

through the skin and respiratory tract in order

to maintain a normal body temperature. Man,
on the other hand, must maintain his body tem-

perature within a very narrow range and pays the

price in losing water by sweating profusely in a

hot climate. 15

The donkey, an animal also commonly used

in torrid areas, can go for a long time without

consuming water, but then will drink 10 or 12

liters to re-hydrate himself. Neither dogs nor

donkeys sweat, but they evaporate water through

their panting as a means of heat loss in an arid

and hot climate.

These animals are able to tolerate rather

marked hemoconcentration and can then drink

large quantities of water until their serum osmo-

lalities are normalized. Man, on the other hand,

loses salt with his water and cannot drink such

large quantities of water after sweating without

producing water intoxication. He gradually re-

gains his body weight over a period of several

days as he replenishes his salt losses.

The all-time prize for urine concentration goes

to the kangaroo rat. A kangaroo rat can achieve

a urine concentration 17 times that of its plasma;

four-fold is the maximum concentration achiev-

able by man and the dog. The kangaroo rat is

one of the few animals that can drink sea water.

He then excretes urine two and one half times as

concentrated as sea water, thereby retaining half

of the volume of the consumed salt water as free

water. Under ideal conditions man can obtain

only a negligible amount of free water from sea

water. If he attempts to drink more than small

quantities of sea water in a twenty-four hour

period, the magnesium and sulfate content is

likely to cause such diarrhea that his dehy-

dration will be even worse than before he drank. 15

In the mid 1950’s, Frings et al made a remark-

able discovery about marine birds. Marine birds

had been known to consume little water. It had

long been thought that they lived on water of

metabolism and the water obtained from the fish

that they consumed. Since birds excrete uric acid

rather than urea into a cloaca, the water is then

reabsorbed leaving behind the precipitated crystal-

line uric acid to be excreted with the feces.

In an attempt to discover why the albatross

never survived in captivity, Frings uncovered the

following facts. The albatross like the cormorant

and many other marine birds has large nasal

glands which secrete a liquid which drains down
its beak in large drops. If one observes marine

birds sitting on a piling, one will frequently notice

a flicking motion of their heads as they flick these

drops off their beaks. This “fluid” is almost pure

sodium chloride, averaging 800 mEq per liter.
15

This ability enables marine birds to consume sea

water when necessary and excrete the salt via their

nasal glands. In most marine birds it appears that

this is simply an extra mechanism to control os-

molality as an alternate to thirst and drinking,

but the albatross appears to put large quantities

of salt out at all times and must drink sea water

to maintain his sodium balance. Frings was able
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to keep albatrosses in captivity for the first time

by the simple process of substituting sea water

for the fresh water in their cages.

Unfortunately, very little is known of thirst in

sub-mammalian species. There is, however, in-

formation from Sokabe on the phylogeny of angio-

tensin and the renin-angiotensin system. 17 Renin

has been demonstrated in the kidneys of tetrapods

and bony fishes. Probably it first occurred in

evolution at the level of the bony fish. (Figure 1)

The juxtaglomerular apparatus in mammals con-

sists of juxtaglomerular cells, the macula densa,

and extraglomerular mesangium. In reptiles, am-

phibians, and bony fish, there is only the juxta-

glomerular cell. It is not until high forms of

teleosts (bony fish) and amphibians are reached

that the juxtaglomerular cells are found in close

relationship to the glomerulus itself.

There is little reason to believe teleosts, such

as the eel, ever experience thirst as such. How-
ever, since their skin is semi-permeable to the

water in their environment, the eel when placed in

fresh water stops drinking almost immediately, as

the hypotonic water moves in across its skin and

it must now excrete large quantities of water.

Placed in sea water, however, the eel ingests large

quantities of water as a way of replacing the

losses of water that are occurring across its skin

and then excretes the excess salt through its gills.

It has been shown that this drinking response is

related to extracellular fluid volume changes since

an acute loss of blood will cause the eel in fresh

water to drink, just as the eel in salt water stops

drinking if its extracellular fluid is expanded.

The fact that the drinking in the eel is prob-

ably reflex rather than conscious thirst is sup-

ported by the fact that the eel will drink after

removal of the proencephalon and mesencepha-

lon.

There is reason to believe that the molecular

structure of angiotensin in birds, reptiles, and

amphibians is different from that of mammalian

angiotensin. In amphibians the renin-angioten-

sin system may regulate the glomerular filtration

rate by constricting the efferent arteriole of the

glomerulus, which will cause a diuresis. Plasma

renin activity in the frog is decreased during de-

hydration and increased during overhydration.

This fact alone virtually excludes the renin-angio-

tensin system as a thirst mediator in the frog.

Birds are known to vary their thirst sensitivity

to angiotensin II depending on their natural habi-

tat. Those living in the desert that live on water

of metabolism are insensitive to angiotensin while

those sensitive to angiotensin live with access to

water and are naturally water drinkers. The green

parrot that lives in the arid areas of Australia is

insensitive to angiotensin II; however, by inbreed-

ing and artificial selection it will become sensitive

to angiotensin and water dependent. 18

Fitzsimons points out that at times there is

evidence that amphibians actually do seek water

when they are on dry land and become dehy-

drated. For the present, however, the mechanism

of this water-seeking and its relationship to thirst

in mammals remain speculative. It is clear that

the reflex drinking in the fish was replaced during

the evolution of the terrestrial vertebrates by a

much more complicated drinking behavior and a

more highly developed renin-angiotensin system.

Let us now turn to the clinical evidence for the

role of renin and angiotensin in thirst and water

balance. It is well known that patients with

chronic renal failure develop many complications

including hypertension, edema, and serous effus-

ions. Hemodialysis has made it possible to con-

trol fluid balance in these patients and for the

most part to control their hypertension. It has

generally been thought that the serous effusions,

hypertension, and muscle wasting were all related

to the underlying problems of either over-hydra-

tion or malnutrition. However, in 1954, Nairn

performed the interesting experiment of injecting

a rather crude renal extract of partially purified

renin preparation into rabbits and rats that had

been nephrectomized. 19 In animals with intact

kidneys, there was no apparent effect from these

extracts, but in animals with their kidneys re-

moved, serous effusions of high protein content

were produced. Analysis suggested that these ef-

fusions were secondary to a capillary leak of pro-

tein. Furthermore, these effusions occurred with-

out weight gain, demonstrating that fluid overload

was not a significant factor. Their early experi-

ments showed that effusions were equally evident

in animals with renal failure.
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It has been known for some time that patients

with congestive heart failure frequently have an

abnormal thirst. Thirst has also been described

as a symptom of patients with renal artery steno-

sis, nephrosis, and cirrhosis. All of these condi-

tions are apt to be associated with elevated blood

renin levels, and, at the same time, frequently low

serum osmolalities, thereby excluding cellular de-

hydration as a mechanism for their thirst. In

most of the above patients thirst leads to excessive

fluid intake, and restriction of fluid intake has

been shown to be clinically beneficial.

Finally, attention has been brought to the ex-

cessive thirst that sometimes is seen in severe ma-

lignant hypertension or in renal failure. There

are two relevant reports in the literature. In

1969, Brown described a patient with malignant

hypertension which could not be controlled by

hemodialysis, 20 and in 1973 Rogers21 reported a

similar patient with thirst who did not have hyper-

tension. Both of the authors did nephrectomies

on their patients with relief of their thirst.

I would like at this time to report a third such

patient, who is a 45-year-old black male who de-

veloped chronic end-stage renal failure secondary

to hypertension and was on hemodialysis three

times a week for two years. He was originally

thought to be simply a recalcitrant patient with

huge weight gains between dialysis. It was com-

mon for him to gain 9 to 10 kilograms between

dialysis on Monday and his next dialysis on

Wednesday. Over a weekend he would gain

more. It was not until he was admitted to the

hospital for careful observation that it was dis-

covered that left to his own devices behind a

drawn curtain he would drink his hot bath water.

With the knowledge of this fact, it became clear

that he had an abnormal thirst. Further study

showed that he had elevated blood renin levels.

(Figure 2)

FIGURE 2

BLOOD RENIN LEVELS

Pre-dialysis 36.9 ng/ml/hr

Post-dialysis 51.5 ng/ml/hr

Pre-dialysis 43.1 ng/ml/hr

Post-dialysis 35.7 ng/ml/hr

8 hrs. post-nephrectomy 15.2 ng/ml/hr

72 hrs. post-nephrectomy 0.3 ng/ml/hr
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Photographs of this patient before and after a

single dialysis during which he lost 13 kilos in

five hours demonstrate the rather remarkable fluid

shifts, and then in the post-dialysis picture you

can see that he has considerable muscle wasting.

(Figure 3) Both Brown and Rodgers reported

that the muscle mass is rapidly regained after bi-

lateral nephrectomy. Our patient did respond to

bilateral nephrectomies with rapid loss of his

thirst, but his high drinking pattern took a month

to reform, as shown in Figure 4. There was a

40% decrease in weight gain.

In conclusion, I have attempted to demonstrate

to you the relationship between the renin-angio-

tensin system and thirst. It is to be hoped that

I have been able to draw your attention to the

fact that pathological renin mechanisms are per-

haps more common than recognized in clinical

medicine, and may at times bear more relation-

ship to a patient’s thirst mechanism than his over-

all fluid balance or the external climate.

FIGURE 3

Photographs of patient before and after a five-

hour hemodialysis during which 13 kilograms of

fluid were removed.

AVG KG
WT GAIN

PER DAY

DAYS

FIGURE 4

Average daily weight gain before and after bi

lateral nephrectomies.

REFERENCES

1. Holmes JH, Montgomery AV: Thirst as a symptom. Am J
Med Sci 225:281, 1953.

2. Latta T : Letter from Dr. Latta to the Secretary of the Central
Board of Health, London, Affording a view of the rationale and
results of his practice in the treatment of cholera by aqueous
and saline injections. Lancet 274, 1832.

3. Blass EM: The Physiological Neurological and Behavioral
Bases of Thirst. Nebraska Symposium on Motivation, 1974.

4. Cannon WB: The Physiological Basis of Thirst. Proceedings
of the Royal Society (London), Series B 90:283, 1918.

5. Nothnagel II : Thirst and Polydipsia. Virchow’s Archiv fur
Pathologiche Anatomie und Physiologie und Klinische Medizin
86:435, 1881.

6. Vance WB: Observation on the role of salivary excretion in

the regulation of food and fluid intakes in the white rat. Psy-
chological Monographs 79:1965.

7 . Fitzsimons JT : Drinking by rats depleted of body fluid without
increase in osmotic pressure. J Physiol (London) 159:297,
1961.

8. Fitzsimons JT : The role of a renal thirst factor in drinking
induced by extracellular stimuli. J Physiol (London) 201:349,
1969.

9. Fitzsimons JT, Simons BJ : The effect on drinking in the rat
of intravenous infusion of angiotensin, given alone or in com-
bination with other stimuli of thirst. J Physiol (London) 203:
45, 1969.

10. Epstein AN, Fitzsimons JT, Rolls BJ : Drinking induced by
injection of angiotensin into the brain of the rat. J Physiol
(London) 210:457, 1970.

11. Simpson JB, Routtenberg A: Subfornical organ: site of drink-
ing eliciation by angiotensin II. Science 181:1172, 1973.

12. Fischer-Ferraro C, Nahmod VE, Goldstein DJ, et al: Angio-
tensin and renin in rat and dog brain. J Exp Med 133:353,
1971.

13. Ganten D, Marquez-Julio A, Granger P, et al: Renin in dog
brain. Am J Physiol 221:1733, 1971.

14. Fitzsimons JT : The Physiological Basis of Thirst. Kidney In-
ternational 10:3, 1976.

15. Smith H: From Fish to Philosopher. The Story of Our Internal
Environment. Boston, Little Brown and Company, 1953.

16. Frings H, Anthony A, Schein MW: Salt Excretion by Nasal
Gland of Laysan and Blackfooted Albatrosses. Science 128:
1572, 1958.

17. Sokabe H: Phylogeny of the renal effects of angiotensin. Kid-
ney International 6:263, 1974.

18. Kobayashi H, Takei Y, Uemura H, et al: Drinking Induced
by Angiotensin in Birds. Proc First International Symposium
Avian Endocrinology, Calcutta, January 1977.

19. Nairn RC, Masson GMC, Corcoran AC: The production of
serous renin. J Pathol Bacteriol 71:155, 1976.

20. Brown JJ, Curtis JR, Lever AF, et al: Plasma renin concen-
tration and the control of blood pressure in patients on Main-
tenance haemodialysis. Nephron 6:329, 1969.

21. Rogers PW, Kurtzman NA: Renal failure, uncontrollable
thirst, and hyperreninemia: cessation of thirst with bilateral
nephrectomy. JAMA 225:1236, 1973.

22. Fitzsimons JT: The physiological basis of thirst. Kidney In-
national 10:3, 1976.

Del Med Jrl, April 1979—Vol 51, No 4 209



ligCllLlll

MEDLAB - AUGUSTINE CUT-OFF
SUITE 13 PROFESSIONAL BLDG.

AUGUSTINE CUT-OFF
WILMINGTON, DELAWARE

(302) 655-4445

MEDLAB - PIKE CREEK
1 PIKE CREEK CENTER
NEW LINDEN HILL ROAD
WILMINGTON, DELAWARE

(302) 994-5764 (302) 994-7603

MEDLAB - FOULK RD.
1805 FOULK ROAD

CORNER FOULK & SILVERSIDE RDS.
WILMINGTON, DELAWARE

(302) 478-3228

NEWARK MEDICAL LABORATORY
KELWAY PLAZA, SUITE 105

314 EAST MAIN STREET
NEWARK, DELAWARE

(302) 731-0244

• surgical pathology

• microbiology

• hematology

• cytology

• chemistry

• serology

• nuclear medicine

Delaware Medical Laboratories , Inc. • (302J 994-5764

1 PIKE CREEK CENTER, WILMINGTON, DELAWARE 19808



MULTIPLE PRIMARY CARCINOMATA:

A Case Presentation and Review of the Literature

Nagindas

Albert
Vora, M.D.
Gelb, M.D.

Because the occurrence of multiple primary

carcinomata is rare, this paper will present a pa-

tient seen recently in the Wilmington Medical

Center with multiple primary synchronous and

metachronous cancer.

Case Report

A 62-year-old white man was admitted to the

hospital complaining of gradually increasing

colicky abdominal pain with recent onset of pro-

jectile vomiting. He was also constipated and

had been taking increasing amounts of laxatives,

but his last stool was two days prior to admission.

The patient smoked one pack of cigarettes daily.

He worked in the scrap-iron business. There was

no family history of colon cancer. He had mild

maturity onset diabetes mellitus, controlled by

diet.

Seven years before, he had been found to have

multiple adenocarcinomata of the colon; in the

cecum 12 cm x 6 cm; in the ascending colon, 4 cm
x 3 cm; in the transverse colon, 7 cm x 4 cm; and

in the descending colon 8 cm x 4.5 cm. In his

rectum, a 1 cm sessile adenomatous polyp with

carcinoma in situ had been found. The cecum

also had contained a benign polyp.

A sub-total colectomy and ileo-proctostomy

had been performed. The four colonic tumors

had infiltrated all coats of the colon, including

the pericolic fat. Two of seven regional lymph

Dr. Vora is a surgical resident, Department of Surgery, Wil-
mington Medical Center, Wilmington, Delaware.

Dr. Gelb is Senior Attending, Department of Surgery, Wil-
mington Medical Center and Clinical Assistant Professor of Sur-
gery, Jefferson Medical College.

nodes had had metastatic adenocarcinoma. The

intervening areas of the colon wall between the

lesions had been free of tumor cells. Each of the

four lesions had had a slightly different histologic

appearance. The liver and lungs had been nor-

mal; therefore, it had been concluded that the

patient had synchronous primary multiple carci-

nomata of the colon (Duke’s C2 ).

Three years prior to the illness being reported,

the patient had had a radical nephrectomy per-

formed for transitional cell carcinoma, grade III,

of the upper right ureter and uretero-pelvic junc-

tion with metastasis to the periaortic lymph nodes.

After surgical recovery cobalt 60 had been deliv-

ered to the surgical field and periaortic lymph

node chain.

In the past ten years, he had had multiple ex-

cisions of skin lesions from the face and both

hands for keratocanthoma, squamous cell car-

cinoma, and basal cell carcinoma. He had had

radiation of 4,500 rads for squamous cell carci-

noma of the left nasolabial fold.

On physical examination, his abdomen was

diffusely distended and tympanic on percussion.

A soft but tender, movable 4 cm mid-epigastric

mass was palpable. There was no rebound ten-

derness, guarding, or rigidity. Peristaltic sounds

were hyperactive. The rectum was empty.

Routine laboratory studies were normal. An
abdominal obstruction series showed partial small

bowel obstruction; barium enema was suggestive

of small intestinal intussusception.
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After appropriate studies, an exploratory lapa-

rotomy was performed. A point of obstruction

due to a 4.0 cm intraluminal tumor mass was

found 15.0 cm proximal to the previous ileo-

proctostomy anastomosis. A segmental resection

with end-to-end anastomosis was performed.

Pathological examination showed a primary

adenocarcinoma of the ileum extending into the

muscular wall, but not through the wall. The

regional lymph nodes were negative (Duke’s A).

Discussion

Criteria for Diagnosis: The criteria for diag-

nosis of multiple primary carcinoma were first

outlined by Bilroth almost 100 years ago in 1889:

each tumor must have an independent histologic

appearance, the tumors must be separate and situ-

ated in different organs, and each tumor must

produce its own metastases. 1 These criteria were

considered to be too strict by some, and in 1932,

Warren and Gates modified them: Each suspected

tumor must be distinct and must be malignant,

and the probability that one was a metastatic

lesion from the other must be excluded. 1

Data: The incidence of multiple primary car-

cinomata has been reported to be 3.2% of can-

cer patients by Mersheimer, Ringer, and Eisen-

berg. 2 After analyzing the records of 140,000

cancer patients they found that 95% of the 3.2%
with multiple cancers had two primary cancers,

4.5% had three primary cancers, and only 0.5%
had four or more primary carcinomata. In 1963,

in an autopsy series of 2,094 patients who had

had cancer sometime during their lives, Pickren

reported an incidence of 1 1 % with multiple pri-

mary carcinomata, including occult lesions.3

Classification: The many specific types of ma-

lignant neoplasms that occur in human beings,

and the number of different combinations of these

neoplasms, make a meaningful classification im-

possible. Scrutiny of the reported series, how-

ever, shows that more than half of the reported

cases of multiple cancers are confined to the same

organ or to bilaterally paired organs. In 631

(54%) of 1,171 cases reported by Watson, the

same or paired organ was affected. 4 In 1933,

Lund suggested that entirely different etiological

and pathogenetic mechanisms are involved in
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Multiple Primary Carcinomata—Vora

multiple cancers of the same organ and multiple

cancers of different organs. 5 He classified his

series of patients accordingly, separating those

with lesions of multicentric origin within the same

organ from those with lesions of different tissues

of origin.

Etiology of Second Primary Cancers: Modern

surgical, medical, and roentgenological means of

treating cancer produce a profound physiological

change in the neoplasm being attacked, the ad-

jacent tissues, and even in the whole body. The

possibility must be recognized that the same phy-

siological changes that will retard cancer in one

tissue may be carcinogenic to another tissue.

Therapeutic Ionizing Radiation : Drs. Block,

Miller, and Horn have reported that out of 100

consecutive cases of thyroid cancer, 21 patients

had received external irradiation therapy to the

neck region. 6 Both thyroid lobes were involved

in 29%; cervical lymph node metastasis was pres-

ent in 50%. Babcock has reported a distinctly

uncommon tumor — peritoneal mesothelioma —
originating in the right lower quadrant seven years

after internal and external radiation for carcinoma

of cervix. 7 Qizilbash reported a case of radiation-

induced carcinoma of rectum as a late complica-

tion of pelvic irradiation and reported six other

similar cases he found in the surgical literature. 8

Surgery. In 1948, Stewart and Treves reported

the occurrence of lymphangiosarcoma in regions

of chronic lymph stasis. (Referenced in 9) All

the cases reported by them developed at the site

of lymphedema after radical excision of cancer of

breast. Since then, this combination has been

called the Stewart-Treves syndrome. To date, at

least 39 cases have been reported. The lymph-

angiosarcomas in all their patients occurred ex-

clusively at the site of post-mastectomy lymph-

edema, leading Stewart and Treves to propose

that chronic lymph stasis in itself is not an ade-

quate stimulus, but that the co-existence of cancer

of the breast and lymphangiosarcoma requires

some type of systemic carcinogen in addition to

lymph stasis.

Chemotherapy : Both normal and abnormal

cells are affected by chemotherapeutic agents.

Penn reported 166 new cancers in 160 cancer pa-

tients treated with chemotherapy. 10 These new tu-
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mors appeared between one month and 1 1 years

after chemotherapy. The commonest types were

leukemias, solid lymphomas, and carcinoma of the

urinary bladder.

Hormonal Therapy: Since Lacassagne pro-

duced breast cancer in male mice by estrogen ad-

ministration in 1932, (referenced in 11) attempts

have been made to link estrogen therapy of pros-

tatic carcinoma with the development of male

breast cancer. In 1968 Holleb could find only

two cases of carcinoma of the male breast in

17,000 patients with cancer of prostate treated

with estrogen therapy. 12 He concluded that it

seemed fairly unlikely that a causal relationship

existed.

Hereditary Influences: Nothing about cancer

is more generally accepted than its hereditary

nature, and nothing is less satisfactorily proven.

Although hereditary factors are evident in the

genesis of malignant neoplasms in experimental

animals, there is little factual information to sup-

port the concept that such factors have an influ-

ence in man A number of rare tumors like mul~
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tiple polyposis of colon, Gardner’s syndrome, and

multiple endocrine adenomatosis have been con-

sidered to show autosomal dominant inheritance

with incomplete expression. Hereditary immune
deficiency syndromes also entail an increased risk

to lymphomas. Chromosome breakage disorders

such as mongolism increase the risk of myelocytic

leukemia.

Moertel performed a retrospective study to as-

sess the influence of heredity in multiple primary

cancers.9 He found that when the occurrence rate

of cancer was determined for all family members,

the rate for members of the families with single

cancer did not differ significantly from that of the

families of patients without cancer. Members of

the families of patients with multiple cancers

showed a 26% increase in the incidence of cancer

over that found in members of the families of pa-

tients without cancer. The most striking differ-

ence was seen when the rate of occurrence of can-

cer in members of the families prior to the age

of 50 years was determined. In this age group,

members of the families of the patients with single

cancers showed a 37% increase, and members of

the families of patients with multiple cancers

showed a 149% increase over the incidence seen

in the families of patients with no evidence of

cancer.

Summary

There is not acceptable evidence that the pat-

terns of occurrence of multiple primary cancers

are governed by anything more than coincidence.

Whether a patient will develop a second malig-

nancy, and, if so, of what tissue, depends on the

age of the patient and the expected longevity

after the treatment of the initial lesion.

In certain instances, however, the therapeutic

procedures used to treat the initial lesion—radi-

ation, chemotherapy, or hormonal therapy—may
exert a carcinogenic influence on other tissues of

the body. Because of the many variables, the

influence of hereditary factors is difficult to assess.

There is an increased incidence of cancer in fami-

lies of patients who have multiple primary can-

cers; this is particularly true in families of young

patients.

Conclusion

A patient with multiple primary carcinoma has

been presented. The incidence and the etiologic

factors have been discussed, and the supporting

data for or against each, factor have been pre-

sented. It is apparent that prediction of the pat-

tern of occurrence of multiple primary cancers is

at present more guesswork than scientific logic.
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TELEVISION VIOLENCE AND CHILDREN

Jeffrey C. Weiss, M.D.

In recent years, many groups, including the

American Medical Association, have become con-

cerned with the effects of television on the be-

havior of our children. Television has been

blamed for many of society’s ills, but rarely do its

critics supply factual data to support their attacks.

There is actually a large and growing body of in-

formation concerning the dangers of television

viewing, but little is found in the medical litera-

ture. The purpose of this paper is to review some

of the studies dealing with the effects of televised

violence on children.

The following hypothetical case history will

illustrate the viewing habits of many American

children.

Case Report

Johnny Jones is a five-year-old in good phy-

sical health at the time of his yearly checkup.

Because of recent newspaper reports, Mrs. Jones

asks her pediatrician about the dangers of exces-

sive television viewing.

Johnny, an average preschooler, watches about

54 hours per week. 1 His older brother, who is

in the second grade, watches 25 hours per week.

His older sister, who will graduate from high

school next year, has already seen 15,000 hours

of TV although she has spent only 11,000 hours

in school. 2 The only activity in which she has

spent more time than TV watching is sleep.

While he watches TV, Johnny sees about nine

violent acts per hour. By the time he is 14 years

old, Johnny will thus have seen 11,000 televised

murders. By the age of 18, Johnny will have

been exposed to 350,000 commercials. Most of

these will have been for toys, junk food, and

sweetened cereals.

On television, Johnny sees mostly white males

who are brave, powerful, and independent. Since

Dr. Weiss is Associate Director, Pediatrics Ambulatory Services,
Jefferson Medical College of Thomas Jefferson University.

This paper was adapted from a presentation to the Department
of Pediatrics, Wilmington Medical Center.
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Johnny wants to be like his television heroes, he

has asked his mother for a toy gun and a Batman

doll for Christmas. Her refusal to buy these

products has resulted in much friction at home.

When asked by a TV researcher, “Which do

you like better: mommy or TV?”, Johnny was

among the 80% who picked mommy. But when

asked “Which do you like better: daddy or TV?”,

Johnny was among the 44% who chose TV.3

Discussion

This case of Johnny Jones is, unfortunately,

typical and indicates the tremendous amount of

televised violence that children see. In fact, each

week, 75% of all TV characters are involved in

some type of violence. The average American

child by the age of 14 has witnessed, on television,

1 1,000 murders and a similarly staggering number

of muggings, robberies, kidnappings, rapes, and

beatings. Ninety percent of all TV programs

contain some violence; the Saturday morning car-

toons for children rank as the most violent shows

of all.

This TV violence may have three major effects

on children: (1) They may imitate or copy the

violent acts; (2) They may become desensitized

or apathetic towards real-life violence; or (3)

They may develop unrealistic fears of becoming

victimized. Several recent studies conclude that

children copy aggressive behavior that they have

observed on television. 4 0 Bandura observed the

play of children after they had been exposed to

violent behavior, watching real life models, human
models on film, or cartoon characters acting out

aggression against a large toy doll. A control

group observed a non-violent film. The subse-

quent play of the children in each of the three

experimental groups was significantly more ag-

gressive and violent than was found in the con-

trol group. Some children attacked the doll in

a manner exactly the same as shown in the car-

toon. That even the cartoon group had a high

aggression score discounts the theory that cartoons
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are “safe” because they do not portray human
characters. 4

Although some have suggested that watching

media violence results in “aggression catharsis,”

a “draining off” of aggressive energy and a result-

ing decrease in aggressive behavior, 7 the catharsis

theory is not supported by the preponderance of

evidence. Most experimenters conclude that ob-

serving violence makes children more likely to

choose aggression as a means of dealing with con-

flict.

Repeated exposure to television violence may
desensitize the viewer to the impact of real life

aggression and make him indifferent to the pain

of others.810 Thomas and Drabman showed films

containing violent acts to fifth grade children. 10

After viewing the films, the children were asked

to “babysit” for some younger children by way

of closed circuit TV. (They actually observed

a videotape of child actors.) The fifth graders

were told to summon an adult if the youngsters

began fighting or misbehaving. The emotional

responses of the “babysitters” were measured

using the galvanic skin response (G.S.R.), which

indicates changes in skin conductance, a response

utilized in lie detector tests.

The experimental group took significantly

longer to seek appropriate adult help when the

child actors began fighting compared to the con-

trols, who had observed a non-violent film. In

addition, they showed less “emotionality” towards

the fighting as measured by the G.S.R. Evidently,

the children in this study became desensitized to

violence after seeing only eight to fifteen minutes

of filmed violence. Constant exposure to violence

in cartoons, films, and TV news shows may teach

children that physical aggression is the norm.

Moreover, a child may also be influenced by

the “contrast effect”; since media violence is so

much more vicious than might normally be ex-

perienced, real life violence seems mild by con-

trast. Recent newspaper stories report disinter-

est and apathy displayed by bystanders at violent

crimes. Is desensitization caused by televised

violence partly to blame for this phenomenon?

The world of television depicts a society which

is actually much more threatening than the one in

which we really live. Consequently, some chil-

dren develop disproportionate fears of becoming

victimized. 11 These children see the world as a

dangerous place in which most people are out to

hurt each other. Table 1 compares the TV
world to the real world. Television characters are

more likely to be involved in a violent crime than

is a real person. While in real life the killer is

usually well known to his victim, television homi-

cide is generally perpetrated by strangers; and be-

cause the TV world is so dangerous, a much
larger “police force” is required on TV than

actually exists.

Indeed, Gerbner has found that children who
are heavy television viewers overestimate the

prevalence of real-life violence. 11 Heavy viewers

are more likely than light viewers to agree that

“Most people would take advantage of you,”

“You can’t be too careful,” and “People mostly

look out for themselves.” Heavy viewers, both

children and adults, are consistently more likely

to give answers which reflect a sense of mistrust

and suspicion. 11

TABLE 1

COMPARISON OF THE TV AND REAL LIFE WORLDS

Chance of being involved in

violence in any given week

% of males who have jobs

in law enforcement

Fatal violence occurring

between strangers

(Adapted from Gerbner11
)

Reality

0.4 1 violent crimes

per 1 00 people

1 %
16% of homicides occur

between strangers. (64%,
between family members
and friends)

TV Portrayal

64.4% of characters are

involved in violence

12 %
58% of homicides are

committed by strangers
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Most of the studies that have attempted to

evaluate the effects of television violence are de-

signed so that children’s behavior is observed im-

mediately following a brief experimental exposure.

The long-term effects of their own television view-

ing still need further study. Furthermore, it must

be noted that all children are not affected by ex-

posure to violence in the same ways. Sex, age,

race, and social class, among other factors, may

determine how a child will react. The factors

determining individual susceptibility require fur-

ther evaluation.

With the growing amount of information to

support the view that TV violence has dangerous

consequences, one wonders why broadcasters con-

tinue to produce violent shows for children. Fein-

bloom believes that violence is an inexpensive and

easy-to-produce form of action which holds the

viewer’s attention, 12 and holding the viewer’s at-

tention until the next advertisement is the main

purpose of commercial TV. It is estimated that

over 400 million dollars a year is spent on adver-

tising aimed at children alone.

Concerned parents are beginning to ask what

can be done to limit their children’s exposure to

televised violence. Because television can be a

very positive force in the education of children,

a ban on children’s programming is not the solu-

tion. But parents must take an active role in

monitoring the amount and quality of television

viewed by their children. A book such as A
Parent’s Guide to Children’s Television (Evelyn

Kaye, Partheon Books, New York, 1974) may be

helpful. Children should be encouraged to watch

such shows as “Sesame Street,” “Mr. Rogers’

Neighborhood,” and “Fat Albert” which have

been shown to foster socially valued behavior and

attitudes. 13

Parents groups such as Action for Children’s

Television (ACT) and the PTA have asked the

FCC to eliminate or limit violent programs but

have met with limited success. Censorship con-

cerns and First Amendment rights have made it

difficult for the government to become deeply in-

volved. To date, the most successful means of

decreasing television violence has been consumer

boycotts against the products advertised on violent

shows. This approach, led by the National

Citizens Committee for Broadcasting, has been
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relatively successful in effecting the removal of

several violent shows. Unfortunately their re-

placements were dominated by blandness and/or

excessively sexual themes.

Those concerned about television violence will

have to find ways to influence the networks and

the sponsors to develop programs for children that

are healthy, educational, and also entertaining.
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THE PROFESSIONAL CORPORATION

AS A PARTNER

Leif C. Beck, LL.B., CPBC
Vasilios J. Kalogredis, J.D.

Geoffrey T. Anders, CPA, J.D.

An Old Problem

One severe stumbling block interfering with

some doctors’ decisions to incorporate has been

the tax law’s need for basic uniformity as to cor-

porate benefits provided the employees, including

the physician-members. Therefore a doctor who
sorely wished to incorporate and contribute

heavily towards his retirement may have been

stymied by one or more of his partners’ unwilling-

ness or inability to do the same. The litany of

tax advisors was that all partners had to take part

in the corporation and comparably deflect their

incomes towards retirement.

Some discussion developed several years ago

as to a possible solution. One or several of the

partners could separately create their own pro-

fessional corporations, after which their corpora-

tions would become partners with those people

who chose not to incorporate. Each individual

corporation could then adopt a retirement plan

or plans which properly suited only its own phy-

sician-owner. Real inter-partner flexibility would

thus be provided each doctor.

The concept raised several legitimate tax prob-

lems for which no advisor could confidently pre-

dict either the IRS’s position or the ultimate an-

swer if argued in court. The uncertainty essen-

tially dissuaded doctors from taking the step at

all since the risks seemed greater than the poten-

tial rewards.

A Developing Solution

Now, however, the concept is becoming fairly

Messrs. Beck, Kalogredis, and Anders are the principal con-
sultants of Management Consulting for Professionals, Inc., Bala
Cynwyd, Pennsylvania.

well accepted. Several IRS letter rulings have

given credence to it, and we understand that

at least another dozen such rulings have been

issued though not published. While relatively un-

usual in Pennsylvania and Delaware, these part-

nerships of professional corporations are becom-

ing quite common in other states.

Where the circumstances warrant, therefore, a

physician-partner can now seriously consider in-

corporating himself and having the corporation

continue as a medical practice partner. The re-

sult could be his adoption of a pension plan or

plans permitting contribution of far more than

the typical Keogh and corporate limitations,

which bear maximum dollar limits of $7,500 for

Keogh plans and presently $32,700 for basic

corporate plans. In fact, we know of doctors

who have set up plans receiving contributions of

$50,000 and more for themselves—certainly far

above the Keogh plan limit.

Difficulties and Disadvantages

We are enthusiastic over the concept’s capacity

to solve some groups’ long-standing differences

of opinion, but some disadvantages must be con-

scientiously weighed. First and foremost, some

partners’ incorporation may be an opening wedge

splitting the unity of a well-functioning group

practice. Many small and mid-sized partnerships

succeed because of the intangibile interrelation of

trust among its physician-members, for which the

creation of corporate differences could be harm-

ful. We know, for example, of a small group

where one member seems to be pulling away to

more independent practice than his older partner

anticipated; his recent suggestion to become a
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separate “p.c.” partner would be another step in

the splitting trend.

Another disadvantage would be the IRS re-

quirement that each corporate partner’s retire-

ment plan somehow comparably benefit the lay

employees of the entire practice partnership. A
physician-partner cannot exclude all the staff

from coverage simply because he is the only em-

ployee of his new corporation. Including the

number of assistants of an entire partnership,

even proportionately to the one doctor’s stake in

the partnership, could be costly. It will at least

result in greater expenses of administering his re-

tirement plan than otherwise. Unique expertise,

combined with a good “feel” for the medical

partnership, is necessary for proper legal and

financial decisions as to the retirement plan in this

case.

A partnership agreement including one or more

professional corporations must be drafted with

extreme care. It must clearly recognize the cor-

porate partner’s, (or partners’) identity and its

assignment of the physician to perform its duties

for the partnership. If it fails to properly pro-

vide a true corporate image for the incorporated

doctor’s role, there could be an open invitation

for the IRS to totally disregard the arrangement.

The special drafting requirements, and the legal

costs involved in that drafting, are thus extra

costs not involved in normal professional corpora-

tion structures.

Our View

We see the professionally incorporated partner

concept as being an excellent tax and estate plan-

ning opportunity for some doctors who have been

unable to incorporate because of overall partner-

ship objections. The added costs will be well

worthwhile if a physician wishes to contribute

large amounts for his retirement—and if it will

not disturb his inter-partnership relationships.

Special care and advisory expertise are required,

but the concept can succeed and is happily now
available.

A Partnership Solely of Corporations

Some groups have rejected incorporation for a

slightly different reason. Although most or all its

members might prefer corporate status, the dif-

ferences in individual financial concerns made a

unified arrangement impossible. A partnership

including, for example, a 60-year old doctor who
insists on contributing some 40% or 50% of his

income towards retirement and an age-45 doctor

with three college tuitions coming up would be

hard put to agree on retirement planning.

The solution can now simply call for each in-

dividual partner to incorporate himself, upon

which their corporations would all enter a part-

nership agreement. Their partnership would em-

ploy all the staff and divide the practice income

just as the individuals had before the change.

Each share would devolve to the corporation

which in turn pays its physician-owner’s salary

and pension/profit sharing contribution as he

decides fits his needs.

The “p.c. partnership” approach has the pre-

viously named disadvantages in spades. It is far

more costly since so many legal entities are in-

volved, all requiring separate structuring and man-

agement, but the costs will sometimes be justified

in accomplishing individual financial flexibility.

Those costs may particularly be acceptable to the

member(s) who seek unusually high retirement

funding; and in some cases he or they will accept

a disproportionate share of the expenses. Evaluat-

ing a fair share of the expenses may particularly

call for specially experienced, independent ad-

vice.

Determining retirement contributions for the

lay staff when widely varied corporate plans are

adopted by the partners is a particularly chal-

lenging assignment. Legal and tax experts, in

fact, debate the best way to do it. Our approach

is pragmatic, calling for first appraisal of all pro-

posed plans and then submission of the entire

pattern for advance IRS approval.

A few important recommendations arising

from p.c. partnership experiences may be help-

ful. First, all the separate corporations and the

central partnership should have the same ac-

countant and attorney; the coordination required

between the related entities dictates a common
advisory thread. Second, all the corporations

should probably select the same fiscal year, again

to assure coordination of the still-related doctors’

practice finances. Also, care must be exercised

as to any group life, disability, or health insur-
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ance the doctors carried through their partner-

ship. The coverages may not be available through

the separate corporations, although we understand

that a few companies will offer group life insur-

ance to all corporations when there is a common
partnership tie.

Despite the many problems, which even the

IRS rulings cannot fully answer, we see the part-

nership of professional corporations as a belated

opportunity for some groups to meet their mem-
bers’ separate retirement desires. It offers the

one ingredient not generally presented in small

group incorporation—flexibility.

Changing a Corporation into a

“P.C.Partnership”

A still further application of the partnership

approach is extremely interesting. It presents a

solution for groups which have incorporated but

which have severe differences in its members’

retirement interests. Assume, for example, a

five-doctor pathology corporation providing gen-

erous salaries and 25% retirement plan contribu-

tions. Two of its members, however, wish to

deflect far more into retirement and threaten to

leave the group if their goal is not met. Two
younger members, on the other hand, are strained

even to have the 25% contributions and wish

they could take more current pay.

The solution may be to first liquidate the cor-

poration into five separate professional corpora-

tions—one owned by each physician-member.

This can be accomplished if the very technical

provisions of Tax Code Section 355 (dealing

with corporate “split-up” and “spin-offs”) are

carefully followed. The five resulting corpora-

tions would then enter a specially drafted part-

nership agreement containing many of the inter-

doctor details. Then as income shares are dis-

tributed to each corporation, which has provided

its physician-employee’s services to the partner-

ship, separately determined salaries and pension

levels can be set for each doctor.

The costs of accomplishing a Section 355 split-

up, creating the new partnership, and establishing

five new corporations with differing retirement

plans will be very high. Not only will so many

steps be involved, but they are also highly tech-

nical and require specially experienced attorneys,

accountants, and other advisors. Nevertheless,

where the differences within a corporate group

are marked and some doctors want especially

heavy retirement funding, the opportunity can be

most welcome.

Conclusion

Professional corporations have progressed far

beyond the old days of basic doubt. As a result,

various “second generation” problems are receiv-

ing solutions which even the IRS now seems to

accept. These solutions provide greater flexi-

bility, accommodating groups in which the part-

ners themselves present real variations. But the

solutions require very careful and experienced

advice. The rewards can be tremendous; so can

the risks.

Going home.
It’s powerful medicine.

Sometimes going home from the hospital to

recuperate is the best medicine there is We can help by
sending qualified health care specialists home with

you. for as long as you need them. Call HOMEMAKERS
UPJOHN*, when you re ready to go home

Telephone: 656-2551

HOMEMAKERS
UPJOHN’
A service program
of I he Upjohn Company

Dei. Med Jrl, April 1979—Vol 51, No 4 223



ATHEROSCLEROSIS AS A
PEDIATRIC DISEASE

Jean A. Cortner, M.D., Physician-in-Chief

,

The Children's Hospital of Philadelphia, Phila-

delphia, Pennsylvania, and Director of their

Lipid Research Clinic. Adapted from a presen-

tation to the Department of Pediatrics at the

Wilmington Medical Center, Wilmington, Del-

aware.

Dr. Cortner’s discussion focused on genetic

causes of hyperlipidemia and their relationship to

the development of premature atherosclerosis as

manifest by early heart attack. Elevated plasma

cholesterol because of elevation of the low density

lipoprotein has unequivocally been shown to be

associated with the development of premature

atherosclerosis. A number of genetic conditions

are now known to cause the elevation of LDL
cholesterol. Familial hypercholesterolemia has

been shown to be due to an inherited receptor

defect through the elegant studies of Drs. Brown

and Goldstein of Dallas, Texas. Genetic variants

in any of the enzymatic steps in the LDL choles-

terol metabolic pathway may be related to hyper-

lipidemia and premature atherosclerosis. Dr.

Cortner has studied lysosomal acid lipase, the en-

zyme known to be missing in Wolman’s disease

and cholesteryl ester storage disease. He hypo-

thesizes that genetic reduction of this enzyme may

be associated with the development of hyperlipi-

demia and premature atherosclerosis in young

adults. Elevated plasma cholesterol is known to

be associated with premature atherosclerosis, but

in most cases elevated plasma cholesterol has not

been proven to be associated with increased chol-

esterol intake. New knowledge concerning gene-

tic individuality is going to be necessary before

we can understand all of the causes of elevated

cholesterol; Only then can we hope to devise and

test appropriate forms of therapy. In the mean-
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while, screening newborns for cholesterol levels

is not recommended; rather, screening infants at

one year of age is recommended. When elevated

cholesterol is found, lipoprotein typing should be

done, and high density lipoprotein also should be

determined. Family studies are almost always

necessary; appropriate dietary measures are dic-

tated by the particular genetic type of hyperlipo-

proteinemia diagnosed.

VS VS VS

THE ROLE OF PSYCHIATRY IN THE
COMMUNITY HOSPITAL

Adrian D. Copeland, M.D., Clinical Pro-

fessor, Department of Psychiatry and Human
Behavior, Jefferson Medical College of Thomas
Jefferson University. Adapted from a presen-

tation at Kent General Hospital, Dover, Del-

aware, March 27 ,
1979.

Psychiatry is playing an increasingly important

role in community hospitals. A number of fac-

tors are operant, including the influx of state men-

tal hospital patients into the community, the

policy on the part of organized psychiatry to move

closer to the mainstream of medicine, the develop-

ment of effective working relationships between

psychiatrists and non-psychiatric physicians in

such areas as emergency medicine, gerontology,

and substance abuse, to name a few. In addition,

the psychiatrist, advocate of holistic medicine, is

contributing expertise in the fields of communi-

cation and interview technique, brief psycho-

therapy, and psychopharmacology.

Problems affecting psychiatric input into the

community hospital include the need for more

interspecialty understanding, more psychiatrists

oriented towards the needs of their non-psychia-

trist colleagues, and better techniques to help

patients accept psychiatric help.
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RESIDENT “SERVICES,” WHOSE RIGHT?

There is an important question which keeps

recurring relative to residency training programs.

It goes like this: “If residents improve the quality

of patient care, and if the cost of residencies is

part of the hospital bill of every paying patient,

then aren’t all patients entitled to residents’ ser-

vices?”

There is an improvement in medical care from

resident services, and indeed a right to it does

extend to every patient, but not in the way the

question implies. The improvement in patient

care resulting from residency programs is not pri-

marily the result of the routine performance by

residents of patient care duties such as histories

and physicals, or retractor holding. I have no

doubt that the experienced practicing physician

can do a better history and physical than a new

intern, and hospitals can always get someone to

hold retractors.

Probably most important in the immediate im-

provement of care is the stimulation of the at-

tending staff by the residents’ questioning, which

forces the staff doctor to constantly clarify and

re-evaluate his own concepts. Also important are

new ideas and techniques brought in by the resi-

dents from other medical centers, the learning op-

portunities for the entire staff which frequent con-

ferences and other educational programs provide,

and the fact that patients are seen by more than

one interested physician which lessens the likeli-

hood that anything important will be overlooked

in diagnosis and therapy.

Practicing physicians who are involved in resi-

dency training all recognize that this involvement

makes heavy demands on their time and energy,

demands which are only partly repaid by the

assistance which the residents provide. The out-

sider looking on sees only the help which the resi-

dent provides and overlooks the effort required to

earn that help. If resident help is a right, then

it is a right which must be earned by the teaching

efforts of the staff physician and not a right by

virtue of its being included in the patient’s bill.

Any other concept confuses the issues of service

to the patient and service to the doctor.

A history and physical examination by a resi-

dent is a service for the attending physician. Like-

wise, the writing of an operative note, changing a

dressing, dictating a final summary, or inserting

a catheter are all services for the staff doctor.

When these are done by the resident, the attend-

ing physician is relieved of his own obligation to

carry out these functions. In an emergency situa-

tion when the staff doctor is not immediately

available, the resident may be called upon to pro-

vide a service to a patient which cannot logically

be anyone else’s responsibility, but this type of

service is available to all patients in a teaching

hospital whether they are on teaching or non-

teaching services.

In any good residency program the education

of the resident must be a major consideration,

but the safety and welfare of patients must neces-

sarily be the primary consideration of all physi-

cians, including residents. A residency program

whose major reason for existence is the repetitive

performance of routine tasks soon finds that it

has difficulty recruiting good residents and there-

fore it eventually passes out of existence.

Residency programs are financially justifiable

as an investment in the future of the hospital and

the community and need not be justified as a

means of providing medical services. Good doc-

tors who take pride in their knowledge and ability

like to practice where there are good residencies,

and many residents settle near where they train.

The community that trains its doctors well gets

good care, and the services of the residents bene-

fit the entire community.

E.W.M.
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SPECIMEN COLLECTION:

The Answer to Successful Microbiologic Analysis

Nothing frustrates the clinician or microbi-

ologist more than the failure to isolate and iden-

tify the agent causing an infectious disease. Yet

the clinical laboratory has available media and

techniques capable of detecting most clinically

significant bacteria, fungi, or mycobacteria. The

factors most often limiting our success are the

quantity and quality of specimens received for

examination.

To screen optimally for infectious agents the

preparation of at least three smears and inocula-
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tion of nine or ten different media may be in-

volved; this requires a minimum volume of 1.0

ml of specimen although screening for only one

class of organism may require only one-third of

this amount. A swab usually does not provide

enough specimen to do a complete examination.

Its use should be restricted to the collection of

throat, cervical, or rectal cultures when limited

information regarding the presence or absence of

specific pathogens is sought, eg, presence or ab-

sence of beta-hemolytic Group A streptococci or

Neisseria gonorrhoeae, or detection of Salmonella

and Shigella in epidemiologic surveys.

When ample fluid or pus is present, it should

be aspirated using a syringe and needle to insure

an adequate specimen and to minimize contami-

nation. (Figure 1) In the hospital setting, speci-

mens for either anaerobic or aerobic culture are

best transported to the laboratory in the same

syringe after air bubbles have been expelled and

the needle shield replaced. The syringe should

be delivered to the laboratory within one hour,

even sooner if one suspects anaerobes or Neisseria

species. If this is not possible, specimens for an-

aerobic culture must be transferred from the

syringe to a sterile gassed-out tube containing an

oxygen-free atmosphere. The syringe transport

method is preferred when small volumes are

present since transfer to a second container often

results in significant specimen loss because of

adherence to the vessel’s wall; a tuberculin syringe

is optimum for collection of small volumes.

When minimal exudate is present, it is tempt-

ing to use a swab. It is preferable, however, to

inject sterile non-bacteriostatic saline into the site

in question and submit the re-aspirated fluid for

culture, or, better still, to submit a biopsy speci-

men. Since they are prone to contamination,

open wounds should be biopsied and cultured

quantitatively; studies indicate that counts of less

than 10 5 organisms per gram of tissue probably

represent colonization. If anaerobes are sus-

pected, a biopsy specimen is preferred since an-

aerobe-free saline is not readily available. If a

swab must be used, it should be placed into an-

aerobic transport media and submitted to the
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FIGURE 2
A B

M

laboratory immediately. (Figure 2) For aerobic

culture use, a Culturette tube is satisfactory.

Outside the hospital, where delays in transport

are inevitable, special transport media is essential

to insure viability of pathogens and prevent over-

growth by contaminated species. A number of

excellent commercially available transport sys-

tems are available.

The techniques outlined above are slightly more

time-consuming than using a swab; however, sub-

mission of an adequate specimen allows the lab-

oratory to function optimally and thus is time

well spent.

R.C.K.

VS VS VS

$2,750,949, 699 RESEARCHERS, AND SIX

ERRORS IN 3,000 AMNIOCENTESES

In a recent issue of the redoubtable New Eng-

land Journal of Medicine, a team of physicians

from the University of California Medical Center

at San Francisco reviewed their experience with

3,000 prenatal amniocenteses performed in their

institutions in the past seven years. 1 What is

particularly remarkable and deserving of con-

gratulations is that the group kept meticulous

track of its mistakes as well as its successes.

“There were 14 diagnostic errors, six serious

enough to affect the outcome of pregnancy.”

Two patients’ slides were mixed, two significant

secretarial errors in letters to referring physicians

were made, two specimens for alpha-fetoprotein

were switched so that an unaffected fetus was

called anencephalic and vice versa. Still, the

overall error rate was only 0.3% for all errors,

of which only two, or 0.07%, were actual mis-

karyotyping. One of the six authors is a post-

doctoral fellow of the Lalor Foundation of Del-

aware. 2 Since its incorporation in 1935, the Lalor

Foundation has awarded almost $3,000,000 to

700 investigators. The grants mostly go for re-

search into some aspect of reproduction.

“Ill-considered human proliferation is surely

the greatest problem facing mankind. It is in-

evitable that someday economic realities must

prevail. Not only must resources be husbanded

but mankind must have at its disposal a full un-

derstanding of all aspects of human reproduction

and means to limit and guide population growth,”

says the Foundation brochure. Current grants

support investigators who range from the Univer-

sity of California to Murdoch University in Aus-

tralia, where Dr. Marilyn Renfree is studying

“The Role of the Uterine Environment in Mar-

supial Gestation and Its Relationship to Fetal

Development.”

B.Z.P.
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LEON VICTOR ANDERSON, M.D.

With the death of Leon Victor Anderson, M.D.,

December 29, 1978, the Medical Society of Del-

aware experienced the loss of the third black

community physician in a relatively few weeks.

Those who knew both Leon Anderson and

Samuel Elbert could notice a resemblance. Well-

educated, competent in their profession, gentle,

and thoughtful, and eternally studious are charac-

teristics applicable to both physicians.

Leon Anderson was active as a family physi-

cian for forty years, retiring in 1972. A mem-
ber not only of the New Castle County Medical

Society, the Medical Society of Delaware, and the

American Medical Association, he was also a

member of the staff of the St. Francis Hospital.

In 1950, he was an extremely forceful and active

member of the Wilmington City School Planning

Board, and in 1956 he received the Leadership

Award from the Alpha Phi Alpha Fraternity in

recognition of his civil rights activities. He was

a dedicated member of the Board of Trustees of

the Bethel A.M.E. Church.

The 130th General Assembly of the House of

Representatives approved House Resolution No.

8, on January 10, 1979, mourning the death of a

leader in the National Association for the Ad-

vancement of Colored People for the past twenty

years.

It is fitting to remember him as a scholar, phy-

sician, and gentleman.

He is survived by his wife, Beulah Dyson An-

derson; a son, Leon V., Jr., of South Bend, In-

diana; five daughters, Merle Leslie-Hughes of

Philadelphia, Pennsylvania, Joan Anderson of

New York City, Carole Neff of Studio City, Cali-

fornia, Linda Anderson of Wilmington, and Alice

Shaw of Richland, Washington; three brothers,

Maurice and Claude, both of Philadelphia, and

Erroll of West Chester, Pennsylvania; a sister,

Maude Beacham of Wilmington; and eight grand-

children.

Charles M. Bancroft, M.D.

THOMAS H. BAKER, M.D.

Thomas H. Baker, M.D., a family practitioner,

retired in 1971, after serving, in the Wilmington

area for forty years. After a lengthy illness, he

died December 28, 1978, following a brainstem

thrombosis.

Dr. Baker was a native of Wilmington, where

his father was a pharmacist at 30th and Market

Streets. Dr. Baker’s pre-medical degree was ob-

tained at the University of Delaware. After gradu-

ating from Jefferson Medical College in Philadel-

phia, he interned at the then Delaware Hospital.

Dr. Baker was interested in the early develop-

ment of methods to cope with the problems of the

allergic patient. Those who knew him recall his

sense of humor and his uncanny memory.

Following his early association with James

Blackstone, M.D., at 11th and Jefferson Streets

in Wilmington, he opened his office for family

practice at Price’s Corner where he remained until

his retirement to Henlopen Acres at Rehoboth

Beach. He enjoyed many hobbies, namely, fish-

ing, hunting, and the collection and restoration

of antique furniture.

Surviving are his wife, Kathleen Wright Baker;

a son, Thomas J., II, of Montchanin; and a sister,

Marjorie Strong, of Sarasota, Florida.

Those who plan contributions in his memory
may have them accepted by either the Beebe Hos-

pital at Lewes, Delaware, for the hospital building

fund or the Lewes Historical Society.

James E. Marvil, M.D.

vs vs vs

ROBERT R. LAYTON, JR., M.D.

At the age of 72, after a lengthy illness, Robert

Reese Layton, Jr., M.D., of Dover, passed away

on February 3, 1979.

Dr. Layton grew up in Bridgeville. His pre-

medical education was at Princeton University
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and his medical education at Jefferson Medical

College whence he graduated in 1932. Later

having completed a two-year internship at the

Jefferson Hospital, he was a Surgical Fellow at the

Lahey Clinic in Boston, Massachusetts. Dr. Lay-

ton returned to Philadelphia following the sur-

gical residency. As Chief of the Surgical Service,

Jefferson Hospital Unit, 38th General Hospital,

he was stationed in Egypt during World War II.

Later, as Colonel, Chief of Surgical Service, he

served at the Tilton General Hospital, Fort Dix,

New Jersey, until he retired from the Army Medi-

cal Corps in 1946.

Coming to Dover in 1946, he was one of two

surgeons at the Kent General Hospital. He served

on the staff of the Kent General Hospital until his

us us

CBook T^eviewA

SLIM CHANCE IN A FAT WORLD by Richard B.

Stuart and Barbara Davis, Research Press, Cham-

paign, Illinois, 1978. 163 pp. Price $4.95. Paper-

back.

I had the good fortune to meet Barbara Davis

while she was gathering material for this book.

I recall her mentioning some different attitudes

about smorgasbords. Some thought there might

not be any foods they liked. Others thought the

plates were too small. Immediately I knew

where I stood.

This is a condensed edition of a larger work

originally published by the same authors in 1972.

It is a welcome addition to the numerous self-

help weight loss books that continue to appear.

This volume is a thoroughly professional ap-

proach to the behavioral control of obesity.

There is a sensible and stepwise analysis of the

patterns of behavior that lead to overeating. This

is followed by a thoughtful consideration of the

steps that might be taken to modify that pattern.

There are no magic and no fad diet. Several

retirement in 1971. An honorary member of the

Rotary Club of Dover, he was also a director of

the Baltimore Trust Company in Bridgeville, Del-

aware, from 1953 to 1957.

He is survived by his wife, Jean F. Layton of

Dover, whom he married in 1935; four children,

Mrs. Martin B. Pitkow of Villanova, Pennsyl-

vania, Jean Fraser Layton of New' York City, Mrs.

Robert A. Young of New Canaan, Connecticut,

and Robert Reese Layton, III, of Mar Vista, Cali-

fornia; and five grandchildren.

Donations in his memory will be accepted for

the building fund of the Modern Maturity Cen-

ter, 18 Greenhill Avenue, Dover, Delaware.

Charles M. Bancroft, M.D.

us

pages are devoted to nutritional information, meal

planning, and exercise plans.

The analytic approach to understanding over-

eating is the ideal platform for a rational ap-

proach to achieving and maintaining weight loss.

I suspect that the highly organized development

of the book and the charts and checklists along

the way will be most appealing to those individ-

uals who find such formal structure helpful to

their learning experience.

Stephen H. Franklin, M.D.

us us US

COMMON SKIN DISEASES Diagnosis and Treat-

ment, 3rd ed, by Howard T. Behrman, M.D., Theo-

dore A. Labow, M.D., and Jack H. Rozen, M.D.,

Grune & Stratton, Inc., New York, 1978. 189 pp.

1 1 1 us. Price $29.50.

The skin diseases to which this book is devoted

are those which every physician ought to know.

They are all seen frequently in any primary care

practice, and one shouldn’t require a book or a
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dermatologist to identify them; but if one doesn’t

know them, here is a slim, easy-to-read place to

look them up fast ( as when a patient is next door

in an exam room). The book is also quite good

for looking up the latest therapy.

The text is divided into three sections. One
includes a variety of non-neoplastic disorders,

one section reviews benign disorders, and the last

deals with malignant and premalignant lesions.

Ail these diseases are alphabetically arranged and

each has, in an outline form for quick reading,

short sections on etiology, clinical features, and

therapy.

There is a separate handy formulary in the

back of the book to which you are guided by

numerous references in the text. The photo-

graphs are of excellent quality, too good for show-

ing to patients because most are too graphic.

The discussion of aphthous stomatitis is one of

the best I’ve seen anywhere.

Dene T. Walters, M.D.
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PRACTICAL ECHOCARDIOGRAPHY A Bask Man-

ual 1st ad... by C. David Joffe, The Charles Press

Publishers, Bowie, Maryland, 1978. 193 pp. Ulus.

Price $16.95.

As the title implies and the preface points out,

“This manual has been v/ritten for the medical

student, physician, and technician with no pre-

vious knowledge of the field.”

The increased use of this important diagnostic

test in general medicine over the past few years

is an example of rapid technologic advancement

in medicine and how rapidly it can leave the phy-

sician behind. Discriminate use of the echo and

a healthy skepticism of the official report neces-

sitate a knowledge of the clinical value and limi-

tations of the echo as well as a copy of the echo

for one to see.

This well-illustrated basic text gives the funda-

mentals that can be expanded on, with other texts

if needed—and the price is right.

William Funk, M.D.

Dr. Funk is a family practice resident at the

Wilmington Medical Center.
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Librax*
Each capsule contains 5 mg
chlordiazepoxide HCl and 2.5 mg clidimum Br

Please consult complete prescribing information, a sum-
mary of which follows:

Indications: Based on a review of this drug by the Na-

tional Academy of Sciences—-National Research Coun-
cil and/or other information, FDA has classified the in-

dications as follows

“Possibly” effective: as adjunctive therapy in the treat-

ment of peptic ulcer and in the treatment of the irritable

bowel syndrome (irritable colon, spastic colon, mucous
colitis) and acute enterocolitis.

Final classification of the less-than-effective indications

requires further investigation

Contraindications: Glaucoma: prostatic hypertrophy, benign

bladder neck obstruction; hypersensitivity to chlordiazepoxide

HCl and/or clidimum Br

Warnings: Caution patients about possible combined effects

with alcohol and other CNS depressants, and against hazard-

ous occupations requiring complete mental alertness (e g.,

operating machinery, driving). Physical and psychological

dependence rarely reported on recommended doses, but use

caution in administering Librium® (chlordiazepoxide HCl) to

known addiction-prone individuals or those who might in-

crease dosage: withdrawal symptoms (including convulsions)

reported following discontinuation of the drug.

Usage in Pregnancy: Use of minor tranquilizers dur-

ing first trimester should almost always be avoided
because of increased risk of congenital malforma-
tions as suggested in several studies. Consider
possibility of pregnancy when instituting therapy.

Advise patients to discuss therapy if they intend to

or do become pregnant.

As with all anticholinergics, inhibition of lactation may occur.

Precautions: In elderly and debilitated, limit dosage to small-

est effective amount to preclude ataxia, oversedation, confu-

sion (no more than 2 capsules/day initially; increase gradually

as needed and tolerated). Though generally not rec-

ommended, if combination therapy with other psychotropics

seems indicated, carefully consider pharmacology of agents,

particularly potentiating drugs such as MAO inhibitors,

phenothiazines. Observe usual precautions in presence of

impaired renal or hepatic function. Paradoxical reactions re-

ported in psychiatric patients. Employ usual precautions in

treating anxiety states with evidence of impending depres-

sion; suicidal tendencies may be present and protective

measures necessary. Variable effects on blood coagulation

reported very rarely in patients receiving the drug and oral

anticoagulants; causal relationship not established.

Adverse Reactions: No side effects or manifestations not

seen with either compound alone reported with Librax. When
chlordiazepoxide HCl is used alone, drowsiness, ataxia, con-

fusion may occur, especially in elderly and debilitated, avoid-

able in most cases by proper dosage adjustment, but also

occasionally observed at lower dosage ranges. Syncope re-

ported in a few instances. Also encountered: isolated in-

stances of skin eruptions, edema, minor menstrual ir-

regularities, nausea and constipation, extrapyramidal symp-

toms, increased and decreased libido—all infrequent, gener-

ally controlled with dosage reduction; changes in EEG pat-

terns may appear during and after treatment; blood dys-

crasias (including agranulocytosis), jaundice, hepatic dys-

function reported occasionally with chlordiazepoxide HCl,

making periodic blood counts and liver function tests advis-

able during protracted therapy Adverse effects reported with

Librax typical of anticholinergic agents, i.e .
,
dryness of mouth,

blurring of vision, urinary hesitancy, constipation. Constipation

has occurred most often when Librax therapy is combined
with other spasmolytics and/or low residue diets.

Roche Products Inc.

Manati, Puerto Rico 00701



Speakers on
“Ask the

Doctor”

In the News

Infectious Disease

Symposium

75th Congress on
Medical Education

23rd Annual
Postgraduate

Course on
Fractures and
Other Trauma

Medical Staff

Leadership

Speakers for May 1979 on the Tuesday radio program (11:05 a.m., WDEL)
produced by the Medical Society of Delaware are: May 1, Richard F. Gordon,

M.D., Blood Pressure and Your Heart; May 8, Charles L. Minor, M.D., Children

and Auto Accidents; May 15, Alvin Weiner, M.D., Effect of Diabetes on the Eye;

May 22, Charles E. Hill, M.D., To be announced; May 29, Joseph DiSanto, M.D.,

Immunizations.

The following physicians have been named to the board of Medical Practice:

William J. Holloway, M.D., and Robert W. Frelick
,
M.D., of Wilmington; Arthur

F. Zimmerman, M.D., of Dover (reappointed); and Carl G. Pierce, Jr., M.D., of

Rehoboth Beach (reappointed).

John M. Levinson, M.D. has recently returned from a three-week trip to the

People’s Republic of China where he performed the first laparoscopies ever done

in China, one case being done under acupuncture anesthesia. He also visited the

Secretary General of the Chinese Medical Association at the request of Senator

Edward Kennedy.

Delaware Displaced Homemakers Center, State of Delaware Department of Labor,

located in Wilmington in the New State Office Building, 820 N. French Street, 6th

Floor, (Tel: 571-2714, -2715) and in Dover at James Williams State Service

Center, 805 River Road, Dover, (Tel: 678-4540, -4510) is open 8:30-4:30

Monday through Friday and offers the following services: Individual and group

counseling, career planning, on-the-job training/apprenticeship, job placements

and referrals, education with stipend, job-readiness workshops, survival workshops,

assertiveness training, testing and evaluation, and support group meetings. There

is no cost, and eligibility can be determined by calling one of the stated offices.

If you are treating so-called “displaced homemakers,” you may wish to refer them.

CLINICAL NOTICES AND MEETINGS

The Delaware Lung Association, Delaware Academy of Medicine, and the Wilmington

Medical Center will sponsor the 16th ANNUAL INFECTIOUS DISEASE SYM-
POSIUM May 1-4 at the Delaware Academy of Medicine, 1925 Lovering Avenue,
Wilmington, Delaware. There is no registration fee. Acceptable for 28 credit hours

for the AMA Physician’s Recognition Award, Category I. Contact William J. Hollo-

way, M.D., or foann Long at (302) 428-2744 for further information.

The 75th Congress on Medical Education, MEDICINE: A GLOBAL DISCIPLINE,
sponsored by the Council on Medical Education of the American Medical Association

in collaboration with the Association for Hospital Medical Education, the Federation

of State Medical Boards of the United States, and the Medical School Section, Resi-

dent Physician Section, and Medical Business Section of the AMA, will be presented

May 9-12, at the Washington Hilton Hotel, Washington, D.C. For further information

contact Department of Meeting Services, AMA, 535 N. Dearborn Street, Chicago,

Illinois 60610.

THE 23rd ANNUAL POSTGRADUATE COURSE ON FRACTURES AND OTHER
TRAUMA, sponsored by the Chicago Committee on Trauma of the American College

of Surgeons, will be held May 9-12, at the Radisson Chicago Hotel, 505 North Michigan
Avenue, Chicago, Illinois. For further information contact American College of Sur-

geons, 55 East Erie Street, Chicago, Illinois 60611.

The AMA will sponsor a MEDICAL STAFF LEADERSHIP SEMINAR in the MGM
Grand Hotel, Las Vegas, Nevada, May 11-12. This program will be repeated in its
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Rs a professional

yon need carefully planned

insurance protection for

yourself

your business

your employees

your property

your future!

If you'd like to know exactly how much protection you need,

call today. Your Montgomery Man will arrange for your business

to have a complete insurance survey.

Dependable Service Since 1865

J.A

In Wilmington

PERSONAL INSURANCE DUPONT BUILDING 571-5600

BUSINESS INSURANCE DELAWARE TRUST PLAZA 571-5625

CONTRACTORS INSURANCE DELAWARE TRUST PLAZA 571-5706

J. A. MONTGOMERY J A MONTGOMERY
FINANCIAL SERVICES. INC SECURITIES CORPORATION

571-5639
571-5631

In Middletown

COMMERCIAL INSURANCE AGENCY 13 West Main Street 834-8900

In Seaford

VAN LEER STEPHANY ASSOCIATES 201 Pine Street 629-5585



In Brief

Riverside Hospital

Spring Seminar

Update in Internal

Medicine

21st Annual David

Flett duPont
Memorial Lecture

Spring Workshop
Series

11th Middle

Atlantic Health
Congress

Advanced Seminar

for the Physician

Negotiator

Eastern Shore

Medical Symposium

SJSU Travel

Workshops to

Study Health Care
in Russia,

Scandinavia

ACP Courses

entirety as part of a combined seminar with the AMA Department of Negotiations.

The combined program will be held August 27-September 1 at Wentworth-by-the-Sea,

Portsmouth, New Hampshire. The program will provide 38 hours of Category 1

credit. For further information contact AMA Department of Hospitals & Health

Facilities, 535 N. Dearborn Street, Chicago. Illinois 60610. Tel.: (312) 751-6657.

The Riverside Hospital Spring Seminar presents THE ROLE OF THE RADIOLO-
GIST IN EMERGENCY MEDICINE May 12 at the Brandywine Sheraton Inn, Wil-

mington, Delaware. For further information contact Steven L. Edell, D.O., Chairman,

Department of Radiology, Riverside Hospital, 700 Lea Boulevard, Wilmington, Dela-

ware 19899. Tel.: (302) 764-6120.

UPDATE IN INTERNAL MEDICINE will be presented by the Department of In-

ternal Medicine, Southwestern Medical School, The University of Texas, Health

Science Center at Dallas, on May 14-17. The program meets the criteria for 21 credit

hours in Category I of the Physician’s Recognition Award of the American Medical

Association. For further information, phone Norma Wilcox, (214) 688-2166.

The 1979 David Flett duPont Memorial Lecture, “ANTITHROMBOTIC THERAPY
FOR ACUTE MYOCARDIAL INFARCTION,” sponsored by the American Heart

Association of Delaware, Inc. will be presented May 15th at 8:00 p.m. at the Dela-

ware Academy of Medicine. The program is acceptable for 1 prescribed hour by the

American Academy of Family Physicians. The speaker will be Sol Sherry , M.D.

The Family Therapy Training Center of the Philadelphia Child Guidance Clinic will

present a workshop on FAMILY FABRICS May 16-18. For further information con-

tact Cathy Caine, Philadelphia Child Guidance Clinic, Two Children’s Center, 34th

Street and Civic Center Boulevard, Philadelphia, Pennsylvania 19104. Tel.: (215)

243-2775.

THE 11th MIDDLE ATLANTIC HEALTH CONGRESS will be held May 22-24 at

Convention Hall, Atlantic City, New Jersey. There is no charge for registration. For

further information contact: Middle Atlantic Health Congress, 760 Alexander Road,

CN1, Princeton, New Jersey 08540. Tel.: (609) 924-0049.

THE ADVANCED SEMINAR FOR THE PHYSICIAN NEGOTIATOR, DYNAMICS
OF CONFLICT RESOLUTION will be held May 31-June 3, at the Radisson-Ferncroft

Hotel, Danvers, Massachusetts. The program is approved for 25 hours in Category I

of the AMA Physician’s Recognition Award. For further information contact Jerry

Clousson, Director, Department of Negotiations, AMA, 535 N. Dearborn Street, Chi-

cago, Illinois 60610.

The SECOND ANNUAL EASTERN SHORE MEDICAL SYMPOSIUM, sponsored

by the University of Delaware, Jefferson Medical College, and the Medical Society of

Delaware, will be held June 17-22 at Convention Hall in Rehoboth Beach, Delaware.

The program has been approved for 30 credit hours in Category 1 of the AMA Phy-

sician’s Recognition Award and 30 prescribed hours by the American Academy of

Family Physicians, and is also eligible for credit in Category 2-D of the Continuing

Medical Education program of the American Osteopathic Association. For further

information, contact Sylvia Brocka, Divison of Continuing Education, Wilcastle Cen-

ter, 2800 Pennsylvania Avenue, Wilmington, Delaware 19806. Tel.: (302) 738-8155.

Two travel study workshops will be offered this summer by San Jose State University

of California. The Russia workshop will meet July 11 in Copenhagen, Denmark, and
will include nearly two weeks in the Soviet Union before concluding July 28. The
Scandinavian workshop will visit Denmark, Norway, and Sweden from July 27-August
19. For additional information contact Kate Wright-Rodgers, Health Professions

Programming, San Jose State University, San Jose, California 95192. Tel.: (408)
277-2214.

The following meetings, which fulfill Category I requirements for the AMA Physician’s

Recognition Award, will be presented by the American College of Physicians. For
information contact: Registrar, Postgraduate Courses, ACP, 4200 Pine Street, Phila-

delphia, Pennsylvania 19104.
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In Brief

RHEUMATOLOGY 1979: WITH EMPHASIS ON NEWER CONCEPTS IN DIAG-
NOSIS AND MANAGEMENT OF REGIONAL RHEUMATIC DISORDERS, May
16-18, Pittsburgh, Pennsylvania. Approved for 18%. hours of Category I credit of

the AMA Physician’s Recognition Award.

CARDIAC AUSCULTATION AND THE CARDIAC EXAMINATION, May 16-18,

Rochester, Minnesota. Approved for 19% hours of Category I credit for the AMA
Physician’s Recognition Award.

CURRENT CONCEPTS IN RENAL DISEASE AND ELECTROLYTE DISORDERS,
June 4-8, New Haven, Connecticut. Approved for 19% hours of Category I credit for

the AMA Physician’s Recognition Award.

DIAGNOSTIC AND THERAPEUTIC DECISIONS IN PATIENTS WITH PUL-
MONARY DISEASE, June 6-8, Chicago, Illinois. Approved for 19% hours of Cate-

gory I credit for the AMA Physician’s Recognition Award.

ADVANCES IN INTERNAL MEDICINE, June 11-15, Banff, Alberta, Canada. Ap-
proved for 30 3/2 hours of Category I credit for the AMA Physician’s Recognition

Award.

CLASSIFIED AD SECTION
Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisemests are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members.

OFFICE R.N. AVAILABLE for employment July 1

in northern New Castle County. Surgical and ob-

stetrical experience. Call Medical Society of Dela-

ware, 658-7596, for more information.

FOR SALE: Home-office combination in Surrey

Park, Wilmington. Mint-condition home plus 5-room

professional office suite with adequate off-street park-

ing. Many special features. Call 774-4866 (office) or

478-5635 (home) for further details.

PATHOLOGIST: Available in summer after com-

pletion of naval service. 1967 graduate of Medical

College of Wisconsin.

Save when; itpays to Pay Yourself First

Choose from:

Investment Savings Plans*
Terms from 6 months to 8 years

Statement Savings Plans
Telephone Transfer funds from your 5>a% statement account to

your checking account in any area bank and maximize your
cash flow earnings

Passbook Savings Plans
A secure way to watch your savings grow

""Investment accounts require a substantial penalty

for early withdrawal.

RRTISflnS’
sovines BHnh

Member F.D.I.C.

Telephone 658-6881, In Dover Call 674-3214

9th & Thtnall Sts., Wilmington
Concord Mall, Midway, Polly Drummond. 8l Graylyn Crest Shopping Centers

Dover, Del.
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WORKING
TOGETHER

PAYS DIVIDENDS.
For the last seven years, TEtna Life &

Casualty has been providing professional

liability coverage to Delaware physicians.

The MSD has sponsored this valuable

program from its start—with important

benefits to members.
Due to improving results over the last

three years, TEtna has now been able to

declare a substantial cash dividend to

MSD members for 1978.

There’s a lot more good news coming
up for 1979. For instance, the 5% partner-

ship and corporation surcharge has been
dropped and so has the 25% surcharge for

employed physicians. Ask about the new
flexibility available, too.

Perhaps the biggest “dividend” of all

is that TEtna is able to back your policy

—

even in crisis years. To find out about your

many program improvements, contact

your local TEtna agent.

LIFE & CASUALTY

The /Etna Casualty and Surety Company
The Standard Fire Insurance Company



founded
17 7 6

elaware
(d$omd

Official Publication of the Medical Society of Delaware

1925 Lovering Avenue, Wilmington, Delaware 19806

VOLUME 51 MAY, 1979 NUMBER 5

Robert B. Flinn, M.D.

Editor

Bernadine Z. Paulshock, M.D.

Senior Associate Editor

Joseph E. Belgrade, M.D.

William J. Holloway, M.D.

Robert C. Knowles, M.D.

E. Wayne Martz, M.D.

Richard H. Morgan, M.D.

Francis P. Parker, M.D.

P. John Pegg, M.D.

William A. Taylor, M.D.

Associate Editors

Henrietta J. Moore

Assistant Editor

A. Henry Claggett, Jr., M.D.

Honorary Editor

Anne Shane Bader

Business Manager

CONTENTS
CANCER COMMUNIQUE
A Protocol for Stage III Breast Cancer

Leslie W. Whitney, M.D.

PRESIDENT’S PAGE
Ask Your President

NEW MEMBERS
Michael H. Borek, D.O., Stephen P. Brutscher, D.O.,

H. Wendell Gray, Jr., M.D., Robert H. Hall, M.D.,

R. Curtis Mills, M.D., Frank Owczarek, M.D.,

Yogish Patel, M.D., Raymond R. Strocko, M.D.

MANAGEMENT OF THE “RED EYE”
Jeffrey Lipkowitz, M.D., Robert Abel, Jr., M.D.

DIFFERENTIAL DIAGNOSIS AND DISEASES DUE
TO ENZYME CHANGES

Patricia A. Martin-DeLeon, Ph.D.

SPECIAL REPORTS
Computer Immunization Follow-up System and the

Private Provider

Elizabeth Craven, M.D.

Editorial Board

Patrick F. Ashley, M.D.

Stephen H. Franklin, M.D.

Carl I. Glassman, M.D.

0. Keith Hamilton, M.D.

George L. Henderson, M.D.

Jeffry I. Komins, M.D.

George F. Mclnnes, M.D.

Herman Rosenblum, M.D.

Richard H. Sherman, M.D.

Roger B. Thomas, Jr., M.D.

William J. Vandervort, M.D.

John S. Wills, M.D.

289 EDITORIALS
Streptococcus Laboratory Closing

William J. Holloway, M.D.

Filthy Language: A Critique of English in Two
Family Medicine Textbooks

Patrick Sokas

Human Experience, an Optical Delusion?

297 LETTERS TO THE EDITOR
Kenneth Pierce

299 BOOK REVIEWS

307 IN BRIEF

Subscription price: $12.00 per year in

advance. Single copies, $1.50.

Entered as second-class matter June
monthly. Second class postage paid

28. 1929, at the Post Office at Wilmington, Delaware, under the act of March 3, 1879. Issued

at Wilmington, Delaware. Copyright, 1979 by the Medical Society of Delaware.

Del Med Jrl, May 1979—Vol 51, No 5
246



FROM THE DELAWARE CANCER NETWORK*

A PROTOCOL FOR STAGE III BREAST CANCER

Leslie W. Whitney, M.D.

The Cancer and Leukemia Group B (CALGB)
of which the Wilmington Medical Center, Dela-

ware Cancer Network is a member in coopera-

tion with Thomas Jefferson University has an-

nounced a new Protocol No. 7784. This protocol

provides for combination chemotherapy with mas-

tectomy or radiation therapy for Stage III breast

cancer.

This study can be summarized as follows: Pa-

tients with Stage III disease who satisfy the eligi-

bility criteria can be entered into the study. All

patients will initially receive three monthly courses

of chemotherapy consisting of Cyclophosphamide,

Adriamycin, 5-Fluorouracil, Vincristine, and Pred-

nisone (CAFVP). Following treatment with

three courses of this combination, patients will

be re-evaluated prior to randomization. If the

re-evaluation is positive, patients will then be

stratified in categories at the time of entry into

the study based on the size and location of the

primary tumor, prior to the time of randomization.

Patients will be randomized to receive radiation

therapy or surgical excision of the primary tumor.

Following therapy for the primary tumor, patients

will receive two additional years of chemotherapy

with CAFVP.

According to Dr. Gershon Lesnick, Chairman

of the Breast Cancer Committee for CALGB, this

newly approved protocol provides physicians

treating breast cancer with an opportunity and a

challenge. He has stated in his covering letter

that “by placing patients with locally advanced

breast cancer into this protocol for random allo-

cation to mastectomy or radiotherapy, a radio-

therapist may be able to prove through the mecha-

nism of random allocation that radiotherapy is

indeed preferable to mastectomy for local control

of this disease.” By placing their patients in this

protocol surgeons, on the other hand, will be able

to find whether surgery, when combined with

chemotherapy, can provide better control of the

local disease. All physicians will learn whether

chemotherapy can significantly affect the dismal

prognosis for Stage III patients whose breast can-

cer is first treated when locally advanced.

The challenge is whether the CALGB and the

Wilmington Medical Center can successfully carry

out a multi-modality trial that requires close co-

operation among practitioners of different disci-

plines. Also, questions have been raised as to

whether or not a sufficient number of patients

would be available for this study. Only if all of

us enter our patients with locally advanced breast

cancer into this trial, will we indeed be able to

complete it and obtain answers to the important

questions that it is designed to answer.

Federal regulations require that all scientific

studies involving humans must be reviewed by the

Human Rights Committee of the sponsoring or-

ganization. Patients must be informed of the na-

ture of the disease, the method of treatment to be

used, and the risks and possible benefits of the

treatments prescribed. Patients are also required

to sign an informed consent form indicating that

the purpose of the study has been explained to

them and that they understand the possible risks

and benefits. This protocol has been approved

by the Human Rights Subcommittee of the Re-

search Committee of the Wilmington Medical

Center, and an Informed Consent Form has also

been developed and approved.

This clinical study breaks new ground in several

directions. It deserves support judged by the

time and effort that went into its production. I

am convinced it will be a successful study. Copies

of the complete protocol are available through

the office of the Delaware Cancer Network. Ad-

ditional information will be provided to practicing

surgeons, chemotherapists, and radiotherapists.Dr. Whitney is Director of the Delaware Cancer Network.

*An NCI-supported agency located at 1200 Jefferson Street, Wilmington, Delaware 19801. Tel. (302) 428-2113.
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ASK YOUR PRESIDENT

Over the past several months the Board of

Trustees of the Medical Society of Delaware has

had under discussion several matters of impor-

tance and controversy. Some of these have been

discussed on this page and many discussed in

long hours in committee as well as at the Board

level. In an effort to have a better informed phy-

sician as well as to receive input from the mem-

bers of the Medical Society of Delaware, Friday,

June 8, 1979, from 10:00 a.m. to noon has been

set aside to answer telephone calls. At that time

I will be available at the Society phone number

to receive your questions and comments and re-

spond with information if I have it available or,

if not, place you in contact with the individual

who would have that information. Some of the

matters to be discussed could include, but not

necessarily be limited to, the following:

1. Cost Containment, the Voluntary Effort,

or actions by the Medical Society of Del-

aware in physician fee restraint

2. The current status of health maintenance

organizations

3. National Health Insurance; the position

of the American Medical Association as

well as the current status of national

health insurance legislation in Congress

4. The State Health Plan and the State

Health Systems Agency

5. Professional Standards Review Organiza-

tion

6. Proposed changes in the Nurse Practice

Act

7. The continuing issue of chiropraotic

The Board of Trustees attempts to act in a

way that will be in the best interests of the phy-

sicians of Delaware and their patients. There

has been an effort to keep physicians informed

via the editorial content of these pages and that

effort will continue; however, by making myself

available at a specific date and time to answer

questions and respond to comments, I hope to be

better able to serve you.

Del Med Jrl, May 1979

—

Vol 51, No 5 249



9Zew ^Tflemberd

Michael H. Borek, D.O., a 1976 graduate of the Philadelphia College of

Osteopathic Medicine, interned at the John F. Kennedy Hospital, Strat-

ford, New Jersey. He is a family practitioner with offices at 1320 Phila-

delphia Pike, Wilmington. Dr. Borek lives in Graylyn Crest in Brandy-

wine Hundred.

Stephen P. Brutscher, D.O., a native of Wilmington, received his under-

graduate education from the University of Maryland and his Master of

Science degree in anatomy from the University of West Virginia. His

medical training was received at the Philadelphia College of Osteopathic

Medicine and his internship at Lancaster Osteopathic Hospital, Lan-

caster, Pennsylvania. He practices emergency medicine at St. Francis

Hospital. Dr. Brutscher resides in Avondale, Pennsylvania, with his

wife and small daughter. His hobbies include tennis and camping.

The son of a physician, H. Wendell Gray, Jr., M.D., is a board-certified

plastic surgeon practicing in his native Wilmington. Dr. Gray gradu-

ated from Hahnemann Medical College in 1966 and served his intern-

ship at Albany Medical Center Hospital and his residency at the Cleve-

land Clinic. He is a member of the American Society of Plastic and

Reconstructive Surgeons and the Robert H. Ivy Society. Dr. and Mrs.

Gray and their three young sons live in Westhaven in Wilmington. A
sports buff, Dr. Gray enjoys sailing, skiing, camping, golf, tennis, and

squash plus photography.

Robert H. Hall, M.D., received his undergraduate and medical training

in his home state of Pennsylvania and his internship and residency at

the Wilmington Medical Center. The Jefferson graduate (1975) is

board certified in family practice. He is currently the medical director

of the New Castle County Drug and Alcohol Treatment Center, which

is a part of the Bureau of Substance Abuse of the State of Delaware.

Dr. Hall still resides in Pennsylvania (Boothwyn) and spends spare

moments reading, taking pictures, or enjoying the outdoors.

Del Med Jrl, May 1979
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New Members

R. Curtis Mills, M.D., is a board-certified hematologist in practice at

the Professional Building, Wilmington. He is a ’70 graduate of Albany

Medical College. He interned at Mary Hitchcock Memorial Hospital,

Hanover, New Hampshire, and served a medical residency at Dart-

mouth-Hitchcock Medical Center. He is a member of the American

College of Physicians and the Philadelphia Blood Society. Dr. and

Mrs. Mills and five-year-old Sarah and three-year-old Elizabeth live in

Westhaven in Wilmington.

Frank Owczarek, M.D., was born in Vienna, Austria, and received his

undergraduate and medical education at the University of Berlin, Ger-

many. He interned at Washington Hospital Center, Washington, D.C.,

and served his residency at Georgetown University Medical Center. He
previously was in practice at the Cologne University Eye Clinic. He is

a board-certified ophthalmologist with offices and residence in Newark.

Dr. and Mrs. Owczarek have two small daughters, Natasha and Nina.

Yogish Patel, M.D., a 1968 graduate of Grant Medical College in India,

was born in Nairobi, Kenya. After coming to the United States, Dr.

Patel spent his internship and residency at the Wilmington Medical

Center. Following an oncology fellowship, Dr. Patel opened a private

practice in oncology; he is also associated with the Carpenter Clinic at

the Wilmington Medical Center. He is board certified in both internal

medicine and oncology. Dr. and Mrs. Patel and their three children

live in Newark. His hobbies are golf and literature.

Raymond R. Strocko, M.D., who was born in Chester, Pennsylvania,

graduated from St. Joseph’s College and Hahnemann Medical College.

He returned to Crozer-Chester Medical Center for his internship and

then was a full-time emergency room physician for a year before open-

ing his private family practice office in Brandywine Hundred. His office

is now at 2700 Silverside Road, Wilmington. Dr. Strocko also prac-

tices occupational medicine part-time for the duPont Company. Dr.

and Mrs. Strocko live in Foulk Woods with two-year-old Michael and

seven-month-old Andrew. Dr. Strocko is a sports enthusiast, both

spectator and participating, and particularly enjoys golf.
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“THE PHYSICIAN IS A
DECISION MAKER,AND ALMOST
EVERY DECISION HE MAKES
COSTS OR SAVES MONEY.”

— Dr. William Felts
, Past President,

American Society ofInternal Medicim

More and more physicians today are beginning to

realize the extent of the economic influence

they have, and are finding ways of holding

costs down.
A number of studies show that the more

physicians know about costs, the more they try

to reduce them? And this reduction can be done
without reducing the quality of care to the patient

How are they doing this? As a start they
have become thoroughly familiar with the costs

they incur on behalf of their patients. They know
how much an X-ray costs, how much their

hospital charges for routine lab tests. They’re requesting copies of patients’

hospital bills. And asking their hospitals to print the charges for diagnostic

tests right on the order sheet.

What else are physicians doing? Minimizing their patients’ hospital

stays, whenever possible. Reevaluating routine admissions procedures.

Questioning the real need of the diagnostic tests they order for their

patients. Avoiding duplicate testing. Trying to discourage their patients’

demands for unnecessary medication, treatment or hospitalization.

Compiling daily logs of their medical decisions and what they cost. And more
More physicians today realize what a tough problem we’re all faced

with. They know this is a challenge for medicine. And that physicians are

in the best position to deal with and solve the problem.

*PATIENT CARE Magazine-Outlook 1977, "Face-Off: Cost Containment vs. Chaus’,’January 1, 1977.

Lyle CB, et al. "Practice habits in a group of eight internists’,'ANNALS OF INTERNAL MEDICINE 84 (May 1976). 594-601.

Schroeder S/l, et al. "Use of laboratory tests and pharmaceuticals: variation among physicians and effect of cost audit on subsequent use',’JOURNAL OF THE
AMERICAN MEDICAL ASSOCIATION 225 (A ug. 20, 1973). 969-73

Blue Cross
Blue Shield
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MANAGEMENT OF THE "RED EYE"

“Red eye” comprises a host of commonly en-

countered eye problems. It may be the residual

of an over-indulgent evening, or it may reflect an

underlying systemic disease or vision-threatening

condition. History and physical examination are

reliable in distinguishing between these extremes

and their urgency.

Reduction in visual acuity in a red eye suggests

the presence of serious eye disease, as acuity is

not affected by innocuous processes. Further-

more, an insignificant conjunctivitis will not pro-

duce severe pain as does corneal injury or intra-

ocular disease. Intraocular disease is also to be

suspected if there is pupillary inequality or asym-

metry. Any of these characteristics or a history

of previous major eye disease (such as glaucoma)

warrants prompt attention.

There are three mechanisms which can produce

a red eye: 1) subconjunctival hemorrhage or

hemorrhage into the anterior chamber; 2) injec-

tion of the conjunctival vessels; and 3) injection

of the deeper episcleral vasculature, which is often

manifested as the limbal flush. Irritation of the

conjunctiva or cornea will cause the superficial

conjunctival vessels to become congested via his-

tamine or prostaglandin release and the anti-

dromic reflex. This limbal (episcleral) flush is

Dr. Lipkowitz is an ophthalmology resident at the University of
Pittsburgh.
Dr. Abel is a senior member, Department of Ophthalmology,

Wilmington Medical Center, Wilmington, Delaware.

Jeffrey Lipkowitz, M.D.

Robert Abel, Jr., M.D.

a more ominous sign than the peripheral super-

ficial injection.

Subconjunctival Hemorrhage

Subconjunctival hemorrhage is at the innocuous

end of the spectrum of the causes of a red eye.

It is due to the rupture of a small blood vessel

and may be precipitated by such insignificant

events as sneezing and coughing. If there is no

damage to other ocular structures, no specific

treatment is needed as the blood will resorb and

disappear in two to three weeks. If trauma is

responsible for the subconjunctival hemorrhage,

however, there may be an associated hyphema or

intraocular pathology which demands special at-

tention. An eye with a traumatic hyphema should

be evaluated for subluxated lens, vitreous hemor-

rhage, retinal detachment, or damage to the angle

of the anterior chamber. These evaluations should

usually be done on subsequent visits as the eye

should not be excessively manipulated. If a pa-

tient repeatedly presents with subconjunctival

hemorrhages, an underlying blood dyscrasia must

be considered. Subconjunctival hemorrhages may
also be associated with a viral or bacterial con-

junctivitis.

Conjunctivitis in General

The overwhelming majority of red eyes are

caused by inflammation of the conjunctiva. Con-

junctivitis can be viral, bacterial, allergic, sebor-
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rheic, fungal, rickettsial, parasitic, or chemical

in etiology. The inflammation is manifested by

edema, hyperemia, and a discharge which may
be serous, mucoid, muco-purulent, or pseudo-

membranous. The character of the discharge may
help identify the etiology. The symptoms of acute

conjunctivitis include a gritty, foreign-body sensa-

tion in the eyes; burning; minimal photophobia;

and a discharge most noticeable on awakening.

It should be stressed that pain per se is minimal;

however, variations in personalities and pain thres-

holds also lead to variability in complaints.

The normal defense mechanisms of the con-

junctiva consist of the mechanical washing effect

of the lids and tears, and the presence of lysozyme

and secretory antibodies in the tears. As these

defense mechanisms may be overcome by infec-

tion, a lymphoid response manifested as con-

junctiva follicles or papillae and preauricular

lymphadenopathy may be evoked. Since neo-

nates lack lymphoid tissue, they will not demon-

strate this response.

Bacterial Conjunctivitis

Bacterial conjunctivitis usually begins in one

eye but quickly becomes bilateral via spread by

hand. The redness is distributed uniformly

throughout the conjunctiva, and there is no limbal

flush. The patient will have a discharge from

the inflamed eyes that produces crusting of the

lid margins and causes the lids to stick together

upon awakening (also a sign of adenovirus con-

junctivitis). The purulent discharge is generally

copious, facilitating the diagnosis. ( Staphylococ-

cus and H. aegyptius are commonly responsible,

the latter two being associated with subconjunc-

tival hemorrhages.) This type of acute bacterial

conjunctivitis is self-limiting and resolves within

ten to fourteen days without treatment. Specific

therapy, however, reduces the duration to one to

three days and helps control contagious spread.

Sulfacetamide 10-15% is the medication of choice

except for Staphylococcus aureus and Enterobac-

teriaceae infections, for which chloramphenicol

or gentamicin is recommended. Hypersensitivity

is a frequent problem with topical penicillin and

neomycin. Since corticosteroids reduce ocular

resistance, their use in acute conjunctivitis should

be restricted. As a rule the eye should not be

bandaged as occlusion promotes bacterial growth.

Streptococcal eye infections are not self-limit-

ing and may become chronic if untreated. Gono-

coccal infections can cause corneal ulceration and

even perforation if treatment is delayed. Gono-

coccal infection deserves special consideration as

a cause of blepharoconjunctivitis in a neonate.

Ophthalmia Neonatorum

Acute conjunctivitis in an infant’s first ten days

is known as ophthalmia neonatorum. It can be

gonococcal, non-gonococcal bacterial, chemical,

or inclusion blennorrhea. Gonococcal conjunc-

tivitis presents on the second day with beefy-red

injection and copious purulent discharge. The

diagnosis is made by conjunctival scraping, and

appropriate local and systemic antibiotic therapy

should result in rapid improvement. The non-

gonococcal bacterial conjunctivitis (commonly

due to Staphylococcus, Streptococcus, Hemophilus

influenza, pneumococcus, and coliforms) may be

clinically indistinguishable from gonococcal infec-

tion. The differential diagnosis is made by con-

junctival culture, and treatment is comprised of

frequent doses of appropriate antibiotics.

Silver nitrate, used in Crede’s prophylaxis, pro-

duces a transient chemical conjunctivitis in almost

all neonates. Prolonged duration of exposure or

incorrect concentration can result in severe symp-

toms. The conjunctivitis is commonly unilateral

and presents on the first day after birth with lid

edema, chemosis, a serous or mucopurulent dis-

charge, and a friable palpebral conjunctiva. Re-

sidual damage is rare.

Inclusion blennorrhea, caused by chlamydia,

presents between the fifth and tenth days and is

usually bilateral. Diagnosis is made by Giemsa

smear, which shows intracellular inclusion bodies.

The treatment of choice is topical sulfonamides

or tetracyclines. Untreated inclusion blennorrhea

can progress to a chronic follicular conjunctivitis

and an epithelial keratitis. Inclusion blennorrhea

also occurs in young adults after exposure to con-

taminated swimming pools, or contact with uro-

genital infections.

Purulent conjunctival discharge in an older in-

fant may be the result of a dacryocystitis second-

ary to nasolacrimal duct impatency. The duct

normally opens shortly before birth but may be

delayed. If the duct is not patent, the infant will
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present with epiphora after one month of age

(tears are not secreted in the first month of life).

With an infection of the lacrimal duct, a purulent

discharge accumulates on the lids and canthi;

however, the conjunctiva will remain clear. Di-

acryocystitis may be associated with a febrile re-

action and septicemia. Often infection recurs,

and after a suitable waiting period, surgically per-

forating the duct through to the nose is the specific

therapy.

“Pink Eye" and Friends

The most common cause of acute conjunctivitis

is viral. In contrast to bacterial conjunctivitis,

discharge is minimal and watery in nature, and

follicular hypertrophy on the tarsal conjunctiva is

usually found. (Figure 1) Viral conjunctivitis is

frequently associated with pharyngitis (50%),
fever, and preauricular node involvement. The

combination of pharyngitis and conjunctivitis oc-

curs with rubella, rubeola, and, most commonly,

adenovirus infection, types 1, 2, 3, 5, and 7.

Adenovirus conjunctivitis is usually a self-limiting

infection, lasting three to ten days. It has no

specific treatment, but sulfacetamide 10% is em-

ployed to cover the possibility of trachoma-inclus-

ion conjunctivitis, which is amenable to such

therapy.

Epidemic keratoconjunctivitis, attributed to

adenovirus types 8 and 19, begins as a unilateral

conjunctivitis with discomfort, tearing, and pre-

auricular lymph node swelling. Often the second

eye becomes involved. A limbal flush character-

izes the early punctate corneal and conjunctival in-

volvement. The symptoms persist for ten to twenty

days and may later be associated with corneal

opacities. (Figure 2) These opacities are sub-

epithelial and represent an epithelial reaction to

deposits of dead virus. These corneal opacities

occur in approximately 5% of adults with epi-

demic keratoconjunctivitis but are uncommon in

children. They usually resolve but may remain

for months or years. Topical steroid preparations,

which may prevent these corneal infiltrates but

prolong the course of the disease, are reserved for

patients with severe symptoms such as iritis. For

most cases, cold compresses, mild sulfacetamide

solutions, and vasoconstrictors provide adequate

therapy. Every patient should be instructed to

separate his towel and washcloth from those of
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other family members as this disease is highly

communicable.

Epidemic hemorrhagic conjunctivitis, a picor-

navirus conjunctivitis, is characterized by photo-

phobia, subconjunctival hemorrhage, tearing,

chemosis, and a foreign-body sensation. Ninety

per cent of patients demonstrate bilateral involve-

ment; the symptoms tend to resolve in two to three

weeks, regardless of medication. Lumbosacral

radiculomyelitis is a rare late complication occur-

ring days to months after an acute episode with

a variable degree of recovery on steroid treatment.

A plethora of other viruses also produce con-

junctivitis. These include herpes simplex and zos-

ter, molluscum contagiosum, vaccinia, rubella,

verrucae, and rubeola. Often the non-ocular

signs such as skin rash or pustules identify the

etiology. With molluscum contagiosum, there are

small, pearly, umbilicated lesions on the lid mar-

gin. Verrucae and molluscum contagiosum are

primarily lesions of the lid margin that, if un-

treated, may produce a chronic follicular conjunc-

tivitis and keratitis, rarely progressing to subepi-
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thelial infiltrates and corneal vascularization. The
conjunctivitis and keratitis clear with excision of

the lesions.

Parinaud’s Oculoglandular Syndrome

Parinaud’s oculoglandular syndrome is a mon-
ocular granulomatous conjunctivitis with preauri-

cular adenopathy and fever. The grey-yellow

granulomas are found on the palpebral conjunc-

tiva in cat-scratch fever when the eye is the site

of inoculation. The oculoglandular syndrome is

also found with leptotricosis, tularemia, coccidio-

mycosis, tuberculosis, and, most frequently, with

sarcoidosis.

Allergic Conjunctivitis

Allergic conjunctivitis presents with itching,

tearing, as well as red eyes, and may accompany

hay fever, allergic rhinitis, or asthma. When the

patient’s most remarkable symptom is itching,

think “allergic.” The ocular discharge is mini-

mal; lymph node involvement is unusual. The
allergic response can be of either the delayed

or immediate type and may be a manifestation of

an allergy to medicines (eg, atropine, penicillin,

idoxuridine, neomycin. Procaine, and paroxyben-

zoic acid esters), or chemicals in the environment.

The conjunctival smear will reveal a preponder-

ance of eosinophils. Topical steroids, vasocon-

strictors, and systemic antihistamines provide

symptomatic relief; diagnostic testing and desensi-

tization are reserved for the more refractory cases.

In treating chronic inflammatory disorders, physi-

cians must recognize that long-term topical steroid

use may precipitate glaucoma in 20-30% of the

population and may on rare occasions cause cata-

ract formation.

Vernal Catarrh

Vernal catarrh is a seasonal type of conjuncti-

vitis which may be associated with an allergic his-

tory. It presents before puberty and may last

numerous years. It is commonly bilateral, and

the symptoms (itching and foreign-body sensa-

tion) tend to be more pronounced in the spring.

The upper tarsal conjunctiva displays papular hy-

pertrophy, producing a cobblestone appearance.

(Figure 3) These papules represent lymphoid hy-

perplasia; as the lymphoid tissue regresses in ado-

lescence, as with Waldeyer’s ring, the vernal con-

junctivitis becomes less remarkable. Topical vaso-

constrictors (Visine, Vasocon, Murine, Albalon,

etc. ) should be employed first and topical steroids

reserved for more difficult cases. In limited clinical

trials topical 4% chromolyn sodium solution has

achieved fair results. It should be recognized that

cobblestone conjunctival hypertrophy may also

appear as a side effect of hard or soft contact

wear in susceptible individuals and often leads to

discontinuation of their use.

Trachoma and Chlamydiae

Chlamydiae (lymphogranuloma venereum, tra-

choma, and inclusion blennorrhea) also can pro-

duce a conjunctivitis. Diagnosis is confirmed by

finding inclusion bodies on a Giemsa-stained

smear. Although trachoma is the leading cause

of blindness in the world, it is uncommon in the

United States, except in certain populations of

American Indians. The disease is spread by direct

contact and initially involves the superior tarsal

conjunctiva, fornix, and limbus. Follicular con-

junctival hypertrophy and scarring later lead to

corneal invasion by the trachomatous pannus, pro-

gressing to scarring and deformity of the eyelids.

Secondary bacterial infection known as acute oph-

thalmia may compound the corneal scarring.

Lymphogranuloma venereum conjunctivitis

(which may be associated with preauricular

lymphadenopathy and an infiltrative keratitis) is

uncommon; it produces less severe symptoms than

does trachoma or inclusion conjunctivitis, which

has been covered earlier. The chlamydial organ-

isms are sensitive to topical sulfonamides and

tetracycline as well as other antibiotics.

Conjunctival Cytology

The diagnosis of the etiology of conjunctivitis is

supported by the results of a conjunctival scrap-

ing. The presence of polymorphonucleocytes is

indicative of a bacterial or inclusion conjunctivitis,

while a mononucleocytic response generally re-

flects a non-bacterial etiology. Eosinophils and

basophils are found with allergic conjunctivitis.

Intranuclear inclusion bodies are indicative of

herpes or adenovirus conjunctivitis; intracyto-

plasmic inclusion bodies are found with chlamy-

dial infection.
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FIGURE 1

Adenoviral conjunctivitis: inflammatory pseudo

membrane and severe papillary conjunctivitis

FIGURE 3

Giant papules on everted upper lid indicating

vernal catarrh

FIGURE 5

Pseudomonas corneal ulcer 36 hours after symp-

toms began

FIGURE 2

Corneal opacities which indicate adenovirus type

8 or 19, epidemic keratoconjunctivitis (EKC)

FIGURE 4

Herpes simplex keratitis: fluorescein stained dendri-

tic figure

FIGURE 6

Schirmer tear testing is indicated for chronic com

plaints and low-grade disease.
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Seborrheic and Staphylococcal

Blepharoconjunctivitis

tion of a sebaceous gland at the base of the eye-

lash. It presents as a whitehead on the anterior lid

margin. Therapy involves plucking the eyelash

to establish drainage, warm compresses, and topi-

cal antibiotics. It must be noted that antibiotic

solutions and ointments usually do not penetrate

the lid very well.

An obstruction of a meibomian gland results

in a sterile granuloma known as a chalazion.

These lesions infrequently cause temporary refrac-

tive errors because of pressure on the cornea

which cause the patient to seek medical attention.

Initial treatment consists of warm compresses and

oral tetracycline; the latter eliminates the bacteria

in the glands that produce free fatty acids, which

are so inflammatory. Intralesion administration

of steroids or surgical excision of the granuloma

may be necessary.

Corneal Injury

The cornea responds to prolonged epithelial

defects by infiltration of its blood vessels. The

degree of vascularization is inversely related to the

speed with which a corneal ulcer or abrasion

heals. The local reaction to any corneal injury

may be manifested as a red eye and so must be

remembered as part of the differential diagnosis.

Blepharoconjunctivitis is frequently encoun-

tered in patients with seborrheic dermatitis of the

scalp. Oily, dandruff-like scales are present on

erythematous lid margins. Seborrheic blepharo-

conjunctivitis can progress to loss of eyelashes

and trichiasis, and may be associated with inflam-

mation of the meibomian glands. Staphylococcal

infection may complicate seborrheic blepharocon-

junctivitis, or may present as a primary blephar-

itis. The symptoms are those of irritation and

burning of the eyes. The inflamed lid margins

display hard crusts and ulcerations with loss of

eyelashes. Treatment is with local antibiotics and

dermatological therapy for the seborrhea. Usually

seborrhea involves the posterior lid margin (oily,

scalloped), whereas staphylococcal hypersensi-

tivity affects the anterior margin. Infrequent

causes of blepharitis are mites or an id reaction

to a skin infection elsewhere on the body.

Sty Versus Chalazion

A hordeolum, or sty, is a staphylococcal infec-

Herpes Simplex Keratitis

In temperate climates herpes simplex type I

virus is the most common cause of corneal ulcers.

The characteristic dendritic ulcer presents with

photophobia, pain, and loss of corneal sensitivity,

and is accompanied by a unilateral conjunctivitis

with follicular hypertrophy. The primary herpes

simplex infection usually results in subclinical dis-

ease, but the dormant virus remains present in

tears, saliva, ocular adnexa, and neural ganglia.

Scratching herpes simplex onto the cornea of a

rabbit will produce the typical dendritic lesion.

Within one to three days, it is possible to recover

herpes virus from the stellate ganglion, the tri-

geminal ganglion, and the ciliary ganglion of the

rabbit. Ninety days later, electric stimulation of

the trigeminal ganglion will induce the develop-

ment of a dendritic ulcer on the cornea.

Serologic evidence of exposure to herpes sim-

plex is found in 70-90% of the population. Sec-

ondary or recurrent attacks of herpes may be
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precipitated by stress, emotional or metabolic, and

result in rapid epithelial cell loss and characteristic

dendritic ulcer. The recurrence rate for ocular

herpes is 26-43% and represents a significant

threat to vision if not promptly treated.

We are all familiar with the role of herpes virus

in “cold sores.” The people who get herpes on

the lips, however, are often not those whose eyes

are affected. It is also interesting that only 1%
of patients with recurrent herpes keratitis show

involvement of the other eye.

Because of its intracellular location herpes sim-

plex virus persists despite high antibody titers

conferred from previous attacks. Therefore re-

covery depends on the cellular immunity system.

Recurrent herpes stomatitis has been attributed

to impaired production of the migration inhibitory

factor and lymphocyte cytotoxins by sensitized

lymphocytes. As antibodies play a minimal role

in the prevention of recurrent disease, no passive

protection is transferred to the fetus. Thus the

neonate is also susceptible to ocular herpes sim-

plex type 2 infection.

The epithelial forms of herpes simplex virus

are the dendritic and the more refractory geo-

graphic ulcers. (Figure 4) Disciform edema (a

hypersensitivity state seen after one bout of epi-

thelial disease) and necrotizing keratitis (live

virus) represent the stromal forms of corneal

herpes. Often iritis is present prior to or con-

current with corneal involvement, and secondary

glaucoma may occur.

It is important to treat herpes ulcers to prevent

corneal scarring secondary to the vascularization

of stromal lesions. IDU and adenine arabinoside

are drugs of choice. They are equipotent, but

have limited solubility and penetration. Tri-

fluorothymidine is a newer agent which is many

times more potent and more soluble than the

other agents. Acycloguanosine is less potent but

possesses no host toxicity. These antiviral agents

act by interfering with selective nucleic acid syn-

thesis in the viral genome.

Herpes simplex infections of the eye may be

precipitated and are definitely aggravated by the

use of steroids. Their use increases the severity

of the disease and often the extent of the resultant

scar. Therefore, when epithelial herpes is sus-

pected, steroids should be avoided. The presence

of disciform edema, however, is a specific indica-

tion for the use of corticosteroids. After an epi-

sode of herpes, the dead viruses can provoke a

secondary response with corneal edema conse-

quent to an antigen-antibody reaction. The “dead”

virus has only rarely been recovered from the

corneal stroma, but viral particles have been

identified by electron microscopy and the im-

munofluorescent antibody technique. In this situ-

ation, the edematous circular area of corneal

stroma diffusely detracts light. This results in the

profound photophobia and decreased vision.

Herpes Zoster Ophthalmicus

Herpes zoster in the ophthalmic division of the

trigeminal nerve can involve the eye. The ocular

signs usually follow but may precede the skin

changes. In 80% of the cases where the tip of the

nose is involved via the nasociliary nerve, the eye

will also become involved. Ocular involvement

manifests as a severe keratoconjunctivitis, corneal

anesthesia, and corneal ulcers that are morpho-

logically indistinguishable from those of, and may
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be due to, herpes simplex. There can be iritis

which may be so severe as to cause a secondary

glaucoma. The anesthetic cornea becomes sus-

ceptible to dessication and erosions. There may
also be an associated staphylococcal blepharitis.

Herpes zoster ophthalmicus is usually a disease

of the elderly. When detected in a young person,

the possibility of a lymphoma or immunological

disorder should be considered. Herpes zoster

ophthalmicus generally responds well to large

doses of systemic steroids. When corneal in-

volvement is present, topical antiviral agents are

indicated to cover concomitant topical cortico-

steroid therapy.

Bacterial Corneal Ulcers

Bacterial corneal ulcers appear light gray with

surrounding corneal edema, which is marked and

rapidly appears when pseudomonas species are

involved. Bacterial ulcers are commonly caused

by Staphylococcus, Pseudomonas aeruginosa

(most devastating), Streptococcus, or Moraxella

liquifaciens. The patient often has severe pain,

discharge, reduction of visual acuity, and iritis.

An hypopyon is often present, and the ulcer may
perforate the cornea within 24 to 72 hours if un-

treated. Because of these serious potential se-

quelae, contaminated corneal abrasions are often

treated with prophylactic topical antibiotics.

After the corneal ulcer has been cultured, fre-

quent topical antibiotics (two or more) and pos-

sibly subconjunctival injection and systemic anti-

biotics are indicated. Gentamicin and carbeni-

cillin (30 minutes apart) are indicated for Pseu-

domonas aeruginosa infections. (Figure 5) The

use of anti-collagenase drugs (such as sodium

versenate, 0.02 - 0.1M; acetylcysteine; or 2% hep-

arin) to limit the extent of the ulcer is under in-

vestigation. Atropine 1% is used if an iritis is

present. Corticosteroids are initially contraindi-

cated in bacterial corneal ulcers because they re-

duce resistance and thereby permit persistence of

the infection and potentiate collagenolysis.

Marginal Corneal Ulcers

Marginal corneal ulcers may be a complication

of chronic conjunctivitis or blepharitis, especially

common with staphylococcal infections. This

superficial, piild ulcer is believed to be induced

by bacterial toxins or occlusion of perilimbal
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Management of the “Red Eye”—Lipkowitz

capillaries by compliment-mediated antigen-anti-

body reactions. Mixed connective tissue disor-

ders, Wegener’s midline granuloma, and even

herpes simplex can be causes of marginal infiltra-

tive or ulcerative lesions.

Phlyctenular lesions, a variant of marginal cor-

neal disease, represent a hypersensitivity reaction

and also are located on the peripheral cornea.

They have been attributed to tuberculosis and

malnutrition, but now are believed to be associ-

ated with Staphylococcus. The predictable pres-

ence of Staphylococcus in a normal ocular flora,

however, suggests that this may be a coincidental

association. Regardless of their etiology, these

marginal ulcers and the accompanying conjunc-

tival injection respond well to topical cortico-

steroids.

Fungal Keratitis

Fungi may also be responsible for corneal

ulcers but are an uncommon cause in temperate

climates and in patients whose immune system is

intact. There is usually a history of antecedent

trauma, contamination with vegetable matter, and

prolonged antibiotic and/or steroid use. Diag-

nosis is made by corneal scraping; therapy is with

an intensive topical antifungal agent or surgery.

Exposure Keratopathy

An irritated red eye may result from non-infec-

tious physical causes. Defective closure of the

eyelids results in exposure keratopathy (neuro-

paralytic keratitis) and dessication of the cornea,

predisposing to infection and scarring. The ex-

posed areas may display grey defects that interfere

with vision. Exposure keratopathy is found with

coma, Bell’s palsy, lid injuries, and exophthalmos.

Provisional treatment is a lubricating ointment

and mechanical closure of the eye until the pre-

cipitating neurological or mechanical event is re-

solved. A more permanent tarsorrhaphy is in-

dicated if long-term disability is anticipated.

Entropion and Ectropion

Degenerative changes in the lid tissue can pro-

duce an entropion or an ectropion. With an entro-

pion, the lashes rub against and irritate the eye.

In the case of an ectropion, the resultant dry cor-

nea produces a foreign-body sensation and conse-

quent tearing. Both of these conditions are cor-

rected by surgical repair of the lid defect.

Dry-Eye Syndrome

Chronic red eyes can be produced by kerato-

conjunctivitis sicca. Sjogren’s syndrome is the

classic dry-eye state seen in a post-menopausal

female with a dry mouth and dry, itchy eyes and

often arthritis. The chronic sandy sensation and

photophobia become a chronic disability. (Figure

6) The diagnosis, which is often overlooked, is

made by a decreased Schirmer’s test (best with

topical anesthetic, to eliminate reflex lacrimal

gland tearing) and a rapid tear break-up time, but

the ocular effects of certain drugs (phenazopyri-

dine, sulfadiazine, practolol) may mimic Sjog-

ren’s syndrome.

Corneal Abrasions

Corneal abrasions commonly result from the

trials and tribulations of daily life. If the dam-

age does not extend beneath the epithelium, these

injuries heal uneventfully. A deeper abrasion

may damage the underlying basement membrane,

however, thereby preventing normal adhesion of

the epithelium to the underlying stroma. The re-

generated epithelial cells may adhere to the lid

conjunctiva during the night (when aqueous tear

production is decreased), and patients may ex-

perience recurrent episodes of sudden pain when

opening their eyes upon awakening. The symp-

toms recur until the cornea either heals or

scars. A more acceptable repair process can be

achieved by stabilizing the tear film layer with

ointment application at night or, in the refractory

cases, by the application of an extended-wear soft

contact lens.

Short-term patching and analgesia are sufficient

therapy for simple, non-infectious corneal abra-

sions. Topical antibiotics are used prophylacti-

cally in some cases. Prolonged topical anesthetic

use is discouraged in treatment of corneal abra-

sions as the anesthetic delays epithelial healing by

interfering with DNA synthesis. Furthermore, the

lesion may be aggravated because the anesthesia

makes the patient unaware of continuing injury.

A prolonged corneal insult can induce an anti-

dromic neural response resulting in a concomitant

lid swelling or iritis and a constricted pupil. The

presence of iritis is an indication for the cautious

use of topical steroids, cycloplegics, and possibly
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antibiotics in conjunction with the therapy of the

corneal abrasion.

Acute Narrow-Angle Glaucoma

A red eye with a cloudy cornea and a fixed,

mid-dilated pupil is the classical picture of acute,

narrow-angle glaucoma. Glaucoma is a heredi-

tarily predisposed condition of increased pressure

in the eye. The aqueous humor produced by the

ciliary body cannot circulate out of the eye either

because it cannot reach the trabecular meshwork

(acute) or because there is an obstruction in the

trabecular meshwork (chronic, open-angle glau-

coma). In nai.ow-angle glaucoma, the iris is

pushed forward by age-related changes in the

lens or by dilation, thereby blocking the outflow

path of the aqueous humor. Narrow-angle glau-

coma commonly presents in middle age and in

patients who have a shallow anterior chamber.

The episode may be precipitated by intense emo-

tion or fading light, both of which cause pupillary

dilitation which maximizes the obstruction. The

attacks are associated with severe pain, nausea

and vomiting, foggy vision, and the perception of

halos around lights.

On inspection, one usually sees a cloudy cor-

nea. The endothelium or posterior layer of the

cornea is disturbed by the high intraocular pres-

sure against it. This disruption allows fluid to be

absorbed by the collagen network of the cornea,

resulting in cloudy corneal edema. A hazy cornea

is also prominent in an infant with congenital

glaucoma.

The injection of an eye with glaucoma displays

a limbal flush. Although this is also present in

epidemic keratoconjunctivitis, and other causes of

keratitis, in these cases the pupils are equal and

reactive. With acute glaucoma, the pupil of the

affected eye is oval, mid-dilated, and non-reactive

to light, while the uninvolved eye has a normal

pupil. Furthermore, with glaucoma, the increased

P Save where it pays to Pay YourselfFirst

Choose from:

Investment Savings Plans*
Terms from 6 months to 8 years

Statement Savings Plans
Telephone Transfer funds from your 5>a% statement account to

your checking account in any area bank and maximize your
cash flow earnings

Passbook Savings Plans
A secure way to watch your savings grow

‘Investment accounts require a substantial penalty
for early withdrawal.

1 RRTISflnS’
SRVinGS BfinK

Member F.D.I.C.

Telephone 658-6881, In Dover Call 674-3214

9th. &. ItLtnall Sts., Wilmington
Concord Mall, Midway, Polly Drummond, & Graylyn Crest Shopping Centers

Dover. Del.

r s

Del Med Jrl, May 1979—Vol 5 1 , No 5 263



Management of the ‘‘Red Eye”—Lipkowitz

intraocular pressure can be appreciated by finger

palpation, while in epidemic keratoconjunctivitis

a soft eye with normal tension is found.

An attack of acute glaucoma is treated with

acetazolamide, oral glycerine, Diamox (Lederle),

or intravenous mannitol in addition to topical pilo-

carpine. Although glaucoma commonly presents

unilaterally, pilocarpine should be given pro-

phylactically to the other eye because heredity and

the anatomic changes predispose both eyes to the

disease.

Iritis

An iritis can produce a red eye with a limbal

flush and a spastic, small pupil. Iritis can follow

trauma, corneal damage, or infection or be asso-

ciated with a rheumatological disease; however,

many cases are of unknown etiology. The initial

work-up should include a chest x-ray to rule out

sarcoidosis, tests to detect toxoplasmosis and

syphilis, and ANA and RA latex tests to detect

rheumatological disease; it must be remembered

that these tests, however, are rarely positive.

A patient with iritis has considerable pain be-

cause of spasm of the ciliary muscle and pro-

nounced photophobia. Inspection reveals a small

pupil in the affected eye and blurred contour of

the iris architecture. There may be a hypopyon

or precipitates on the endothelium of the cornea.

The dangerous sequelae of iritis are adhesions

between the inflamed iris and the lens and possible

secondary glaucoma. Treatment with long-acting

cycloplegics assures dilatation of the pupil, there-

by preventing formation of these adhesions and

relieves the pain of ciliary muscle spasm. Topical

steroids are included in therapy to reduce the in-

flammation.

Scleritis and Episcleritis

Inflammation of the sclera results in a red eye

that may be tender on movement. Scleritis may
be localized and nodular, or it may be diffuse. It

has been associated with local infection, systemic

granulomatous diseases such as sarcoidosis and

gout, rheumatoid arthritis, and rheumatoid vari-

ants. Salicylates provide symptomatic relief and

steroids combat the inflammation and help pre-

vent progression to scleromalacia perforans.

Episcleritis is a localized inflammation usually

occurring between the insertion of the rectus mus-

cle and the limbus, with symptoms of pain and

photophobia. Treatment is with local steroids, al-

though the process tends to be recurrent.

Other Causes of the Red Eye

The less frequent causes of a red eye include

orbital cellulitis, tumor metastasis to the orbit, and

an A-V fistula. In the last situation, the eye is

pulsatile and has a bruit, and the fundus shows

dilated retinal veins. A mass lesion in the orbit

will produce concurrent motility abnormalities.

Certain other systemic conditions can produce

a red eye. Dermatological disease of the mucous

membranes such as erythema multiforme bullo-

sum and ocular pemphigoid may affect the con-

junctiva, producing injection and ultimately scar-

ring. Acne rosacea, a variant of seborrhea, is

frequently associated with a keratoconjunctivitis.

An episcleritis is often found with psoriasis. Con-

junctival injection is also found with thyroid dis-

ease, avitaminosis A, gout, polycythemia vera,

alcoholism, lupus erythematosus, and estrogen de-

ficiency.

Summary

The causes of a red eye are multiple. Evalua-

tion of the signs and symptoms, the location of the

conjunctival hyperemia, the vision, and the pupil

will simplify the diagnosis. Identification of the

process involved is necessary for the institution of

appropriate therapy. Often no treatment is neces-

sary, but in other cases prompt recognition and

therapy may be essential to avoid permanent ocu-

lar damage.
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DIFFERENTIAL DIAGNOSIS AND
DISEASES DUE TO ENZYME CHANGES

Patricia A. Martin-DeLeon, Ph.D.

Introduction

A clinically diverse group of hereditary disor-

ders ranging from those which are effectively

lethal early in life (for example, maple syrup

urine disease) through those that can produce

permanent disability such as mental retardation

(for example, phenylketonuria) to those compara-

tively benign (for example, alkaptonuria) are

identified with deficiencies or alterations of en-

zymes. As are other proteins, enzymes are coded

for by genes and therefore are subjected to a

variety of mutationally directed structural changes.

Since enzymes play a regulatory role in metabolic

pathways, those which as a result of alteration

are functionally defective produce metabolic

blocks. These blocks may be of pathological con-

sequences resulting in diseases which have been

classified as inborn errors of metabolism, 1 inborn

errors of transport,2 and vitamin-dependent ge-

netic diseases.3

The known inherited metabolic conditions and

enzymatic defects, and the diagnostic procedures

for detection of heterozygotes or for monitoring

pregnancies at risk have been summarized and

tabulated in reviews4
-5 and textbooks. 6 - 7 The pur-

pose of this overview is to show how a knowledge

of the nature and mechanisms of metabolic blocks

underlying disease conditions provides rational

bases for therapeutic approaches.

Rapid growth of biochemical knowledge, es-

pecially enzymology, has led to identification and

means of treatment for some diseases. Neverthe-

Dr. Martin-DeLeon is Assistant Professor of Human Genetics,
School of Life and Health Sciences, University of Delaware,
Newark, Delaware.

less, in a vast majority of metabolic derangements,

as the primary defect is not known with certainty,

it becomes difficult to devise successful therapy al-

though there can sometimes be effective therapy

without knowledge of the primary biochemical

defect.

Genetics of Enzyme-Related Diseases

Generally, one normal copy of a structural

gene directs the synthesis of sufficient enzyme to

meet metabolic requirements. 8 Some metabolic

blocks result from mutations present in a single

gene dose—for example, the porphyrias—and are

therefore dominantly inherited. Since there is

one normal gene in these conditions, the blocks

in these diseases are partial blocks. Most meta-

bolic blocks, however, are recessives requiring a

double dose of the mutant gene (except for X-

linked disorders in hemizygous males).

At the molecular level, a gene mutation results

when a single nucleotide base is changed to an-

other, which in turn may change an amino acid

in the corresponding protein. (Figure 1) Depend-

ing on the location of a change in the polypeptide

chain of an enzyme and the nature of the substi-

tution, there can be varying effects on the en-

zyme’s activity.

Mechanisms of Altered Enzyme Activity

The great majority of metabolic defects are

due to mutations resulting in a reduction in en-

zymatic activity. Occasionally mutations result

in altered enzymes with increased functional ac-

tivity which will disturb the regulation of relevant

metabolic pathways.9
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Reduction in enzymatic activity may be ac-

counted for by several mechanisms. In homozy-

gotes for the mutant gene, the enzyme coded for

by the mutant gene may not be produced at all,

or may be produced in an abnormal form with

reduced activity. In the first situation there will

be no catalysis. The enzyme may also be de-

graded at an excessive rate, leading to deficiency

of activity as in the case of certain types of glu-

cose-6-phosphate dehydrogenase deficiencies. 10

Some enzymes may be present in adequate quan-

tities but because of alterations are unable to bind

with their cofactors to form functional holoen-

zymes as seen in the case of the vitamin-depen-

dencies.

may be determined by mutations occurring at

more than one distinct locus. This type of gene-

tic heterogeneity is well-documented in metabolic

diseases.

The pathogenesis and treatment of the three

major categories of diseases related to altered

enzyme function will be dealt with separately in

this overview.

FIGURE 2

A HYPOTHETICAL SEQUENCE OF

BIOCHEMICAL REACTIONS IN A CELL

Increased enzymatic activity may result when

a mutation alters the inhibitor-combining site of

an allosteric enzyme with normal catalytic activity.

This results in loss of feedback inhibition and the

overproduction of the relevant metabolite. Some

cases of gout in which excessive purine and its

metabolite, uric acid, accumulate in the blood are

due to a mutation of the inhibitor-combining site

of glutamine-PRPP amido transferase, an allo-

steric enzyme which controls the rate-limiting

step in purine synthesis. 11 In other cases, increased

enzymatic activity results from a mutation that

confers on an enzyme a greater specific activity

per molecule. An example of this is the case of

increased phosphoribosylpyro-phosphate synthe-

tase activity in a family with excessive purine syn-

thesis and resultant gout. 12
It is clear from these

two examples of gout that an inborn error of me-

tabolism with a single, well-defined clinical entity
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Inborn Errors of Metabolism

Blocks and their consequences. A hypothetical

sequence of biochemical reactions in a cell is

given in Figure 2. Defective functioning of an

enzyme in intermediary metabolism will result in

an absence of endproduct and a buildup in the

body levels of the enzymatic substrate. In the

case of increased enzymatic activity there will be

overproduction of metabolites beyond the posi-

tion of the altered enzyme.

9

This type of primary

errors in metabolism can lead to secondary effects

in which there is impairment of regulatory mecha-

nisms in the same pathway or in others. Some-

times, alternate pathways may be utilized with

overproduction of metabolites with inhibitory

effects. In many inborn errors of metabolism,

several of the above consequences are seen; how-

ever, one of them usually accounts for the main

features of the condition. The cases in which

specific biochemical defects can be related to the

clinical syndrome have been grouped by Nora

and Fraser in five categories. 13 (Table 1)

TABLE 1

1. Diseases in which the pathology results from

absence of an endproduct

2. Diseases in which pathology results from an ac-

cumulation of precursor

3. Diseases resulting from production of excessive

amounts of metabolites

4. Diseases resulting from the abnormal storage

of compounds

5. Diseases resulting from interference with a

regulatory mechanism

1. Diseases in which the pathology results from

absence of an endproduct

About seventy years ago, Sir Archibald Garrod

included albinism among the original inborn er-

rors of metabolism. 14 In the classical type, ocu-

locutaneous albinism, there is marked hypomela-

nosis of the hair, skin, and eyes. 15 The pigment,

melanin, is a metabolite of tyrosine, its biosyn-

thesis being directed by melanocyte tyrosinase

through DOPA (3,4-dihydroxyphenylalanine).

(Figure 3) The absence of melanin may or may
not result from a deficient enzyme, thus there are

tyrosinase-positive and tyrosinase-negative ocu-

locutaneous albinism, both of which are auto-

somal. 16 In tyrosinase-positive albinism, the de-

fect seems to be a result of transport of tyrosine

into the melanocytes. In tyrosinase-negative albi-

nism, there is no pathophysiological problem from

an accumulation of tyrosine or deficiencies of

other metabolites.

Another example of a disease resulting from

the absence of endproduct is seen in the various

types of inherited goitrous cretinism. Here the

pathological effects result from lack of the thy-

roid hormone, due to alteration of one of several

enzymes important in tyrosine metabolism. 17 The

clinical manifestations are dwarfism, mental re-

tardation, thick protuberant tongue with coarse

facies, and delayed radiographic bone age. 17

Treatment of inborn errors of metabolism re-

sulting from a lack of endproduct has been ap-

proached by supplying the missing product. In

the case of goitrous cretinism, oral thyroid hor-

mone replacement has been made with some

success. 18 The efficacy of therapy depends on

early diagnosis and prompt treatment. However,

even early treatment will not always circumvent

brain damage when severe intrauterine depriva-

tion of thyroid hormone has already resulted in

irreversible damage.

Replacement of product is not always feasible,

particularly if the site of action is intracellular,

as is the case of melanin in albinism.

2. Diseases in which the pathology results from

an accumulation of precursor

Accumulation of a substrate resulting from

functional deficiency of an enzyme often spreads

to the preceding precursors since enzymatic

reactions are reversible. (Figure 2) Two examples

of metabolic diseases in which the features of the

metabolic effect result from an accumulation of

intermediates above the primary block are galac-

tosemia and alkaptonuria.

Galactosemia manifests in early life with vomit-

ing, diarrhea, general failure to thrive, mental re-

tardation, hepatosplenomegaly, and cataracts. 19

Classical galactosemia is associated with an ab-

sence of the enzyme galactose- 1 -phosphate-uridyl

transferase, which converts galactose- 1 -phosphate
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to glucose- 1 -phosphate. (Figure 4) Most of the

pathological consequences in galactosemia can be

attributed to high intracellular and blood concen-

trations of galactose-l-phosphate and galactitol,

the reduction product of galactose, from an alter-

native pathway. 20 The high levels of the pre-

cursor substance seem to inhibit other enzyme

reactions in the carbohydrate metabolic pathway,

thus producing secondary effects which result in

liver and brain damage.21 The cataract formation

is probably due to high concentrations of galac-

tose in the body fluids and the resultant formation

of abnormal amounts of galactitol. 22

In alkaptonuria, deficiency of homogentisic

acid oxidase leads to a buildup of its substrate

homogentisic acid, a metabolite of tyrosine. The

polymerized form of homogentisic acid, an och-

ronic pigment, becomes deposited in cartilages,

sclera, joints, and tendons, leading to degenera-

tion and arthritis. 23

In theory, the manifestations of diseases result-

FIGURE 4
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almost totally blocked
passage of barium
meal.

Barium meal beginning

to pass 10 minutes
after intramuscular

injection of 20 mg. Bentyl

“The correlation of spasm relief and drug given was excellent.
”

Reference:
King, J.C. and Starkman, N.M.: Evaluation of an antispasmodic.
Double-blind evaluation to control gastrointestinal spasms
occurring during radiographic examination. A preliminary report.

Western Med. 5:356-358, 1964.
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INDICATIONS

Based on a review of this drug by the National Academy of

Sciences-National Research Council and/or olher informa-

tion, FDA has classified the following indications as "prob-

ably" effective

For the treatment of functional bowel/irritable bowel

syndrome (irritable colon, spastic colon, mucous

colitis) and acute enterocolitis

THESE FUNCTIONAL DISORDERS ARE OFTEN RE-

LIEVED BY VARYING COMBINATIONS OF SEDATIVE,

REASSURANCE, PHYSICIAN INTEREST, AMELIORA-

TION OF ENVIRONMENTAL FACTORS
For use in the treatment of infant colic (syrup)

Final classification of the less-than-effective indications

requires further investigation.

CONTRAINDICATIONS Obstructive uropathy (for example, bladder

neck obstruction due to prostatic hypertrophy); obstructive

disease of the gastrointestinal tract (as in achalasia, pyloro-

duodenal stenosis); paralytic ileus, intestinal atony of the elderly
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hemorrhage; severe ulcerative colitis; toxic megacolon compli-

cating ulcerative colitis; myasthenia gravis WARNINGS In the

presence of a high environmental temperature, heat prostration

can occur with drug use (fever and heat stroke due to decreased

sweating). Diarrhea may be an early symptom of incomplete

intestinal obstruction, especially in patients with ileostomy or

colostomy In this instance treatment with this drug would be

inappropriate and possibly harmful Bentyl may produce drowsi-

ness or blurred vision. In this event, the patient should be warned

not to engage in activities requiring mental alertness such as

operating a motor vehicle or other machinery or perlorm hazard-

ous work while taking this drug PRECAUTIONS Although studies

have failed to demonstrate adverse effects of dicyclomine hydro-

chloride in glaucoma or in patients with prostatic hypertrophy, it

should be prescribed with caution in patients known to have or

suspected of having glaucoma or prostatic hypertrophy. Use with

caution in patients with. Autonomic neuropathy Hepatic or renal

disease. Ulcerative colitis. Large doses may suppress intestinal

motility to the point of producing a paralytic ileus and the use of

this drug may precipitate or aggravate the serious complication of

toxic megacolon Hyperthyroidism, coronary heart disease, con-

gestive heart failure, cardiac arrhythmias, and hypertension.

Hiatal hernia associated with reflux esophagitis since anticholin-

ergic drugs may aggravate this condition

Do not rely on the use of the drug in the presence of complication of

biliary tract disease Investigate any tachycardia before giving

anticholinergic (atropine-like) drugs since they may increase the

heart rate With overdosage, a curare-like action may occur

ADVERSE REACTIONS Anticholinergics/antispasmodics produce

certain effects which may be physiologic or toxic depending upon

the individual patient's response The physician must delineate

these Adverse reactions may include xerostomia; urinary hesi-

tancy and retention, blurred vision and tachycardia; palpitations,

mydriasis; cycloplegia, increased ocular tension; loss of taste,

headache, nervousness; drowsiness, weakness; dizziness, insom-

nia. nausea; vomiting, impotence; suppression of lactation, con-

stipation, bloated feeling; severe allergic reaction or drug

idiosyncrasies including anaphylaxis; urticaria and other dermal

manifestations; some degree of mental confusion and/or excite-

ment, especially in elderly persons, and decreased sweating With

the injectable form there may be a temporary sensation of

lightheadedness and occasionally local irritation DOSAGE AND
ADMINISTRATION Dosage must be adjusted to individual patient's

needs.

Usual Dosage Bentyl 10 mg capsule and syrup Adults 1 or 2

capsules or teaspoonfuls syrup three or four times daily. Children .

1 capsule or teaspoonful syrup three or four times daily Infants: Zi

teaspoontul syrup three or tour times daily (May be diluted with

equal volume of water
)
Bentyl 20 mg Adults 1 tablet three or tour

times daily Bentyl Injection Adults. 2 ml (20 mg.) every four to six

hours intramuscularly only NOT FOR INTRAVENOUS USE MAN-
AGEMENT OF OVERDOSE; The signs and symptoms of overdose are

headache, nausea, vomiting, blurred vision, dilated pupils, hot, dry

skin, dizziness, dryness of the mouth, difficulty in swallowing, CNS
stimulation Treatment should consist of gastric lavage, emetics,

and activated charcoal Barbiturates may be used either orally or

intramuscularly for sedation but they should not be used it Bentyl

with Phenobarbital has been ingested. If indicated, parenteral

cholinergic agents such as Urecholine" (bethanecol chloride USP)

should be used

Product Information as of October, 1978.

Injectable dosage forms manufactured by CONNAUGHT LABORA-
TORIES, INC Swlftwater, Pennsylvania 18370 or TAYLOR PHAR-

MACAL COMPANY, Decatur, Illinois 62525 lor MERRELL-NATIONAL
LABORATORIES, Division of Richardson Merrell Inc. Cincinnati

Ohio 45215, U.S.A.

ing from an accumulation of substrates should be

prevented by limiting or removing the precursor

from the diet. In the case of galactosemia, re-

moval of galactose, a component of the disac-

charide lactose, in the neonatal period does pro-

tect against the harmful consequences of the en-

zyme deficiency. Thus far no treatment has been

developed for alkaptonuria. Complete removal

of tyrosine, which has a diverse metabolic path-

way, and its precursor phenylalanine, which is an

essential amino acid, from the diet would be

catastrophic compared to the relatively benign

features of the condition.

3. Diseases resulting from production of excessive

amounts of metabolites

One of the best studied diseases in this category

is phenylketonuria (PKU). It is the commonest

heritable metabolic enzyme disorder in which the

central nervous system is susceptible to damage,

the incidence being approximately one in 11,000

births.24 PKU results from a deficiency of the

liver enzyme, phenylalanine hydroxylase, which is

necessary for the metabolism of phenylalanine.

Unlike the situation in galactosemia, the damage

caused by the missing or deficient enzyme results

not so much from the excessive amounts of pre-

cursor behind the block as from excessive quan-

tities of toxic metabolites produced by the break-

down of the precursor through alternative path-

ways whose activity has become greatly en-

hanced. 4 Chief of these metabolites are phenyl-

pyruvic, phenyllactic acid, and phenylacetic acid,

which are excreted in the urine in considerable

quantities and which have inhibitory effects on

other enzymes such as melanocyte tyrosinase. The

inhibition of melanocyte tyrosinase accounts for

decreased pigmentation in these patients.25

The precise manner in which damage to the

brain is incurred in PKU is poorly understood.

It has been suggested that phenylpyruvic acid in-

terferes with pyruvate carboxylase or pyruvate

decarboxylase, thereby impairing carbohydrate

metabolism and interfering with the large energy

requirement of the brain, which is very important

during brain development in early life.
4

Treatment of PKU has been mainly directed at

the regulation of the diet.
25 Phenylalanine is re-

stricted but not eliminated from the diet since it

Del Med Jrl, May 1979—Vol 51, No 5
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is an essential amino acid required for normal

protein synthesis and growth. Administration of

diets with only enough phenylalanine to allow

normal growth within the first months of life has

been very effective in preventing the development

of severe mental retardation. Early administration

of the diet is mandatory for success since most

of the brain damage in PKU occurs during the

first four months of life.
20

4. Diseases resulting from the abnormal storage

of compounds

In normal physiological processes, macromole-

cules are constantly being degraded and resynthe-

sized according to body requirements. When en-

zymes necessary for directing any of the steps in

these processes are non-functional, the substrates

involved accumulate in the cells and tissues and

damage results merely from their presence. The

enzymes required for directing the mobilization

or synthesis of these macromolecules may be pres-

ent in the cytoplasm or in intracellular vacuoles

called lysosomes. Diseases resulting from a de-

ficiency of lysosomal enzymes, all of which have

hydrolytic properties, are called lysosomal dis-

eases and account for the majority of storage dis-

eases. Each hydrolytic enzyme is capable of

cleaving a specific molecule at a specific site.

Three major classes of macromolecules, namely,

glycogen, mucopolysaccharides, and lipids, are

abnormally stored in tissues in inborn errors of

metabolism.

A variety of rare disorders, each due to a spe-

cific deficiency of one of a number of different

enzymes involved in mobilization and resynthesis

of glycogen, has been classified by Cori. 27 In

Pompe’s disease, deficiency of the lysosomal en-

zyme, alpha- 1,4 glycosidase, results in an inability

of the cell to break down glycogen to glucose.

Fragments of glycogen are constantly taken up by

the lysosomes in these tissues, but because of the

deficient enzyme, degradation does not occur and

therefore glycogen accumulates in the tissues, par-

ticularly the heart. As in other lysosomal dis-

eases, patients with this disease are normal at

birth but become progressively affected by the

gross accumulation of materials in the organs

which gradually degenerate.

The mucopolysaccharidoses are lysosomal stor-

age diseases in which partially degraded acid mu-

copolysaccharides derived from dermatan sulphate

and heparan sulphate accumulate in connective

tissues. 28 There is an accompanying increase in

urinary excretion of mucopolysaccharides. A va-

riety of recently discovered enzyme defects are

responsible for these storage disorders. Hunter’s

syndrome (X-linked recessive), which results

from a deficiency of sulphoiduronate sulphatase,

was the first to be described, while Hurler’s syn-

drome (autosomal recessive), resulting from a

deficiency of alpha-iduronidase, is the most com-

mon.'-'" Clinically the patients have characteristic

skeletal abnormalities, coarse facial features, and

mental retardation.

One of the more prevalent genetic diseases in-

volving a failure to degrade a normal body con-

stituent is Tay Sachs disease. Patients with this

fatal condition have a 70-fold increase of the

sphingolipid ganglioside G^, in nervous tissue.30

This sphingolipid accumulation interferes with

nerve function and produces progressive mental

retardation, blindness, and loss of neuromuscular

control. The biochemical basis for the block in

degradation of ganglioside G.wz is a deficiency of

the enzyme hexosaminidase A. 31 Other lysosomal

diseases in which there is defective cleavage of

sphingolipids have been well reviewed by Volk

and Aronson. 32

Usually there is no satisfactory treatment for

storage diseases. The accumulated substances

that are blocked in their degradative pathways are

normal body constituents whose quantities cannot

be manipulated by dietary therapy. Recently,

however, a beneficial effect of the infusion of nor-

mal plasma has been reported in patients with

both Hunter’s and Hurler’s syndrome.33 The in-

jected source of enzymes appears to degrade the

mucopolysaccharides that accumulate, providing

at least temporary improvement.

5. Diseases resulting from interference with a

regulatory mechanism

Removal of the normal feedback inhibition of

a metabolic pathway has been demonstrated to be

a significant pathogenic mechanism in certain

hereditary disorders. In some cases, normal feed-

back inhibition is prevented by the absence of an

endproduct in a pathway, while in others an ex-

Del Med Jrl, May 1979—Vol 51, No 5 277



Differential Diagnosis and Diseases Due to Enzyme Changes—Martin-DeLeon

cessive amount of a substrate is responsible for

the interference.

In orotic aciduria and the adrenogenital syn-

drome, normal feedback inhibition is prevented

by the absence of endproducts. In the adreno-

genital syndrome, a block in the biosynthesis of

cortisol by the adrenal cortex stimulates in-

creased amounts of ACTH by the pituitary, since

the level of cortisol normally regulates the amount

of ACTH released by a negative feedback mecha-

nism .

34 In turn, the increased ACTH levels

stimulate the adrenal cortex to increase the syn-

thesis of the precursors of cortisol. Because of

the block in biosynthesis of cortisol, the precursors

are channeled into an alternative pathway and

metabolized into androgenic steroids .

35
It is these

steroids that are responsible for the precocious

and progressive virilization seen in this syndrome,

which represents a group of several diseases .

35

An example of a disease in which an excessive

amount of a substrate interferes with feedback

control is seen in the case of Lesch-Nyhan syn-

drome, an X-linked condition. Here the enzyme

hypoxanthine guanine phosphoribosyl transferase

(HGPRT) is defective .

36 Since HGPRT shares

the same substrate, phosphoribosyl pyrophosphate

(PRPP), with the rate-limiting enzyme in purine

biosynthesis, a deficiency of HGPRT, which leads

to an excess of PRPP, is indirectly responsible for

increased purine synthesis. The excess purine is

catabolized by the normal pathway to uric acid,

leading to hyperuricemia and uric aciduria (gout)

that are so characteristic of Lesch-Nyhan syn-

drome. Unlike other disorders in which there is

gout, Lesch-Nyhan syndrome exhibits neurologi-

cal deterioration and a bizarre behavior pattern .
36

Therapy strategy for this category of diseases

is dependent on the cause of interference with the

regulatory control. When a deficiency of an end-

product is responsible, successful therapy has been

achieved by supplying the endproduct. Exogenous

replacement of uridine reduces the synthesis of

orotic acid37 while administration of cortisol to

patients with adrenogenital syndrome has led to

remission of clinical manifestations of the condi-

tion .

35

When the interference results from an excess

of substrate that is synthesized endogenously as

in the case of PRPP in Lesch-Nyhan syndrome,

therapy strategies become difficult. There is no

satisfactory treatment for inhibiting purine syn-

thesis in Lesch-Nyhan syndrome. Administra-

tion of allopurinal checks the uric acid in the

blood but is unable to prevent the mental re-

tardation .
36

Inborn Errors of Membrane Transport

These diseases are conditions in which epitheli-

alized transport tissue such as the gastrointestinal

tract and the renal tubules are affected .

2 Defec-

tive or deleted enzymes, “carrier” proteins or per-

meases of the active transport system and not en-

zymes of intermediary metabolism, are responsi-

ble. The precise molecular basis and specific

protein defect are unknown in most of the con-

ditions. Defects include interference of the active

transport of electrolytes, monosaccharides, and

amino acids .

2 The latter has been best studied

in cystinuria, iminoglycinurias, and Hartnup dis-

ease.

In cystinuria, which is a group of disorders in

which three distinct types have been identified,

the movement of extracellular cystine, lysine,

arginine, and orthinine into the confines of the

cell is impaired in the renal tubules38 and the

mucosal cells of the small intestines .
39 Concomi-

tantly the plasma level of these four amino acids

is lower. As a result of the defect in renal tubu-

lar reabsorption, abnormal urinary excretions of

large quantities of these amino acids result. Cys-

tine, being the most insoluble, precipitates in the

urine, forming calculi with subsequent obstruction

of the renal tract, followed by kidney stones and

other kidney damage .

40 Although the enzymatic

basis of the disorder is unknown, it is assumed

that the four amino acids share a common path-

way for reabsorption.

Most hereditary transport defects are benign.

It seems that neither the defective rates of intes-

tinal absorption nor the abnormal excretion of

large quantities of amino acids results in defective

growth or development. The problems which

arise are usually due to kidney stones. Treatment

of cystinuric patients with stones has been ap-

proached by dietary manipulations. Also, the

concentration of cystine in urine is decreased by

increasing fluid intake, and solubilization of cys-

tine is achieved by alkalinizing the urine .
41 A
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third successful method of treatment employs the

administration of D-penicillamine. 41 Other simple

dietary manipulations have been carried out in

other membrane transport defects.

Vitamin-Dependent Diseases

Several inherited metabolic disorders resulting

from specific enzyme deficiencies respond to the

administration of pharmacologic doses of a spe-

cific vitamin.3 These diseases are called vitamin-

dependent diseases and are distinguished from

vitamin deficiencies, which involve several bio-

chemical abnormalities, respond to physiologic

doses of the vitamin in question, and are not in-

herited.

At the molecular level, the primary defect is a

structurally altered apoenzyme that has a low co-

enzyme binding constant. The administration of

large amounts of the specific vitamin, the coen-

zyme, shifts the binding to produce larger amounts

of active apoenzyme-coenzyme complex. Six dif-

ferent vitamins, namely B6 (pyridoxine), nicotina-

mide, Bi, B 12, biotin, and D (calciferol), are re-

quired in pharmacologic doses in thirteen such

diseases. 3 Individually and collectively, vitamin-

dependent diseases seem to be quite rare. One of

the better documented examples is cystathionin-

uria, which has uncertain clinical manifestations.

Some patients have developmental defects or men-

tal retardation, but others have been clinically

normal.42

The enzyme cystathionase cleaves cystathio-

nine, an intermediate in the transfer of sulphur

from methionine to cysteine, with pyridoxal phos-

phate as a coenzyme. In cystathioninuria, gene-

tically altered cystathionase with a low coenzyme

binding constant is unable to adequately cleave

cystathionine (Figure 5), which builds up on the

blood and tissues and is excreted in the urine in

large quantities. 42 Most patients with cystathi-

oninuria decrease their excretion of cystathionine

following the administration of large doses of

vitamin B6 (pyridoxine). 42

By definition the biochemical abnormality in

all of the vitamin-dependent diseases is correctable

when the apoenzyme is flooded with the appropri-

ate coenzyme. This principle is being increas-

ingly translated to therapeutic practice. Unfor-

tunately, although the biochemical defect is cor-

rectable, clinical improvement does not neces-

sarily follow. For example, pharmacologic doses

of vitamin Be are effective in normalizing high

serum and urinary levels of homocystine in pyri-

doxine-sensitive homocystinuria, but the clinical

manifestations of ectopia lentis, osteoporosis, and

skeletal and central nervous system abnormalities

remain. 3 The clinical effectiveness of pyridoxine

treatment in newborn infants with homocystinuria

has not been investigated; it is quite possible that

treatment within the first few weeks of life might

prevent irreversible CNS damage as in the case of

the analogous situation of phenylketonuria.

Of particular interest are homocystinuric pa-

tients that respond well to B6 treatment although

the enzyme, cystathionine synthesis, in their tis-

sues cannot be activated in vitro.3 One of the

hypotheses raised to explain this situation is that

pharmacologic dosages of Be activate an alternate

biochemical pathway for “handling” homocystine.

This is a rather exciting hypothesis since the im-

plications are that other genetic diseases might

be treated by utilizing alternate pathways.

METHIONINE

FIGURE 5

CYSTATHIONINE

X

X CYSTATHIONASE +
PYRIDOXAL PHOSPHATE

BLOCK

CYSTEINE
Abbreviated pathway showing metabolic block in cystathioninuria
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Summary of the Principles of Therapy

It is clear that inroads in the treatment of bio-

chemical diseases have resulted from a sound un-

derstanding of the nature of the biochemical de-

rangement and of the secondary effects leading

to disease processes. Perhaps the most striking

therapeutic maneuver is dietary manipulation.

Low phenylalanine diet for PKU and a milk-free

diet in galactosemia exemplify the principle of sub-

strate restriction when a buildup of the substrate

or other metabolites from a blocked reaction is

directly responsible for the pathological effects.

A list of metabolic diseases responsive to such

therapy has been prepared by the World Health

Organization .
43 A limitation of this principle oc-

curs when the accumulating component responsi-

ble for the pathology is synthesized endogenously

as is the case in Tay Sachs disease.

Cofactor supplementation in the form of vita-

min therapy may also be considered as a form of

dietary manipulation. The application of this

principle has been very gratifying. Vitamin Be

has been effective in the treatment of six diseases

in which it is a cofactor for the enzymes involved .
3

Another example is the administration of vitamin

B 12 in methylmalonic aciduria and biotin in propi-

onic acidemia .

3

Product replacement therapy has had varying

degrees of success when the pathology of the dis-

ease results from the absence of a product. Re-

placement of hormones—eg, thyroxine in goitrous

cretinism; proteins—eg, antihemophiliac globulin

in hemophilia; metabolites—eg, uridine in orotic

aciduria; and enzymes—eg, leukocyte and plasma

infusion for the mucopolysaccharidoses—has all

been implemented with some success.

Generally, the enzyme replacement approach

has encountered several problems. The “naked”

enzyme is often rapidly inactivated or destroyed

by antibodies, or fails to reach the site of action,

which is often intracellular. It is unlikely that

exogenous enzymes would get to the nervous sys-

tem because of the blood-brain barrier. Enzyme
replacement by organ transplantation, eg, kidney

transplantation, has been successful in the case of

cystinosis .
44 As this approach constitutes a more

permanent means of supplying the enzyme, kidney

transplantation has been suggested as a therapy

for several inherited renal disorders. Further

progress in organ transplantation is dependent on

the ability to overcome immunological barriers.

When the accumulation of toxic products is

responsible for the pathology, their removal by

drug therapy constitutes a feasible approach. This

strategy has been applied in Wilson’s disease, in

which the primary biochemical defect is unknown,

but the deposition of copper throughout the body

leads to degenerative changes .

45 Administration

of D-penicillamine, which causes copper to be ex-

creted as a penicillamine complex, results in

striking clinical improvement .

45

Diet has also been used in the management of

transport errors. The pathological problem in

cystinuria is stone formation in the kidney which

can be prevented by large liquid intake and by

maintaining an alkaline urine.

All of the above therapeutic approaches may be

considered as “environmental engineering” since

the therapy is fashioned to the problem created

by the particular mutation. Exciting new ap-

proaches evolving from studies of molecular gene-
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tics and genetic engineering are possibilities of

the future. The introduction of a functional gene

into persons lacking a normal gene by procedures

such as transformation, transduction, and viral

infections is a future possibility. Although gene-

tic engineering seems far away, it may be closer

to the horizon with the resumption of recombinant

DNA research.
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The‘Makei
Examininga FewMyths
About Prescribing.

Increasing pressure is

being put on the practicing

physician to prescribe drugs
generically. You are told that

brand-name products are

universally “expensive” and generic versions are re-

latively “cheap.” To make this case, the most extreme
(rather than typical) price differentials are cited. Thus,
consumers are led to believe that such differentials

are commonplace. Even your knowledge and your
motives as a physician are questioned.

Understandably, these views have created myths.

We think it’s time to examine them in the light of all

the facts and ramifications.

MYTH: There are no dif-

ferences in quality and per-

formance betu>een brand-

name products and their

generic counterparts. The

corollary is that there are

no differences amongprod-
ucts made by high-technol-

ogy, quality-conscious,

research-based companies

and those made by

commodity-t}Tpe suppliers.

FACT: The Food and
Drug Administration

does a goodjob in

monitoring a generally

excellent drug supply.

Still, it has nowhere near

the resources to guaran-

tee the quality and
bioavailability of all

marketed products at

any given time.Just a few
months ago, for example,

it noted that batches of

tetracycline HCl capsules

which met official mono-
graph requirements were

not bioequivalent to a

reference product. As y
know, there is substant

literature on this subje<

affecting many drugs, i

eluding such antibiotic

as tetracycline and ery-

thromycin. The record

drug recalls and court

actions affirms strough

that there are differenc

among pliarmaceutica

companies and their

products. Research-

intensive companies
have far better records

than those that do no r<

search and may practi<

minimum quality assu

ance.

MYTH: Industryfavors

only “expensive” brand

names and denigrates all

generics.

FACT: PMA companies
make 90 to 95 percent <

the drug supply, includ

ing, therefore, most of i

generics. Drug nomen-
clature is not the impoi

tant point; it’s the com]

tence ofthe manufac-
turer and the integrity

the product that count



4Matters
MYTH: Generic options al-

most always exist.

FACT: About 55 percent

ofprescription drug ex-

penditure is for single-

source drugs. This

means, ofcourse, that for

only 45 percent ofsuch
expenditure, is a generic

prescribing option avail-

able.

MYTH: Generic

prescriptions arefilled with

inexpensive generics, thus

savingconsumers large

sums ofmone}’.

FACT: Market data show
that you invariably

prescribe—and pharma-
cists dispense—both

brand and generically

labeled products from
known and trusted

sources, in the best inter-

est ofpatients. In most
cases the patient receives

a proven brand product.

Savings from voluntary

or mandated generic

prescribing are grossly

exaggerated.

MYTH: Drugs accountfor a

major poT'tion ofthe rise in

health care costs.

FACT: Drugs represent a

very small part ofsuch

costs. The amount ofthe

health care dollar spent

for prescription drugs

w as about 12 cents in

1967; today it is about

8 cents. And you as a

physician are most
conscious ofhow r drug
therapy can cut hos-

pitalization, avert

surgery, reduce office

visits and keep patients

on thejob.

MYTH: Government intru-

sions into the marketplace

will save tax money.

FACT: Government
schemes always cost the

taxpayer something, and
the costs often exceed the

benefits. Certainly, any
federal “help,” such as

lists ofwholesale drug
prices sent to all physi-

cians and pharmacists,

will be no exception.Just

think ofthe expense of

keeping them current!

Moreover, wholesale

prices are poor guides to

actual transaction prices

and even w orse guides to

retail prices.

The PMA Position

We believe your freedom to

prescribe, either bv generic

or brand name, should be

totally unabridged. Other-

wise
,
your prescribing pre-

rogatives and vour relation-

ships with patients will be

seriously impaired.

The maker does
matter

After the mvths about price

and equivalency have been

shattered , one fact stands

out more clearly than ever:

The maker does matter. As
always, your best guide to

drug therapy for your pa-

tients is to select

products—both brands and

generics—from manufac-

turers with credentials and

performance records you

have come to respect.

Pharmaceutical Manufacturers Association

1155 Pifteenth Street, N.W.

Washington, D.C. 20005



COMPUTER IMMUNIZATION FOLLOW-UP
SYSTEM AND THE PRIVATE PROVIDER

Fourteenth Immunization Conference. Spon-

sored by Center for Disease Control and U.S.

Public Health Service, St. Louis, Missouri, March

14 , 1979 .

For decades individuals providing primary care

to infants and children have been frustrated by

the lack of an adequate system for recording im-

munization data. Frequently mothers lose records

they have been given either by their private doc-

tor or a public health facility. Foster home place-

ment, adoption, and moves from town to town

or state to state further complicate the picture.

Inner-city families who use multiple sources of

health care have been a particular recording and

follow-up problem for those involved in hospital-

based pediatric ambulatory care.

In 1973 the Delaware Immunization Register

System was designed by Joe Fluet and Jack

Howard of the State’s Central Data Processing

and Hugh L. Blumen of the Bureau of Disease

Control, Dover, Delaware. By the spring of

1974, the computer system was operational in all

public health clinics in the state. During the fall

of 1974, the pediatric outpatient department of

the Wilmington Medical Center (Delaware Divi-

sion) asked to join the data network and has been

working with the computer system since that time.

From the private provider’s standpoint, the

mechanics are simple, workable, and rapidly in-

corporated into the routine. Upon baby’s first

immunization, the mother is introduced to the

Special
<
~Eleport6

system by being given a folder which will contain

copies of subsequent immunization records. (Fig-

ure 1 ) The correct home address, baby’s full

name, birth date, and place of birth are verified

again by the office staff to avoid any initial sec-

retarial errors. This data is sent to Dover, and

in one to two weeks the mother receives a small

plastic card in the mail. (Figure 2) The paper

work takes longer on the initial visit than on

subsequent visits, analagous to the process of

acquiring a credit card from a department store

during the course of one’s first purchase. On
subsequent visits, the mother merely presents her

card for use in the stamping machine. Each

stamping machine has an identifying number for

the provider; each card contains the child’s name,

birth date, and state file number. The triplicate

form (Figure 3) is stamped, and the nurse checks

off which immunization has been given. One

copy is attached to the child’s chart, one copy is

given to the mother, and one copy is placed in an

envelope which is mailed weekly to the Dover

computer center.

Most mothers carry the card in their wallet,

but even if the card is lost, misplaced, or unavail-

able, one is able to continue the child in the com-

puter system by handwriting the name and age

on the triplicate form.

The long-term benefits of the system are num-

erous. The physician or pediatric clinic is rapidly

able to identify the incompletely immunized child

by calling a toll-free number if the mother has lost

her card or folder or comes to the office without

them. Multiple providers can thus obtain the

confirmation necessary to keep a child up-to-date,
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Special Reports

FIGURE 1

YOUR CHILD'S IMMUNIZATIONS ARE BEING

RECORDED IN DELAWARE'S IMMUNIZATION
REGISTER.

WHEN YOUR CHILD STARTS SCHOOL, THE

RECORD WILL BE TRANSFERRED
AUTOMATICALLY.

TO FIND OUT MORE ABOUT THE IMMUNIZA-

TION REGISTER AND YOUR CHILD'S RECORD,

CALL 1-800-282-8672

TOLL-FREE FROM ANYWHERE IN DELAWARE.

g>tat£ of QeLilflarf
DIVISION OF PUBLIC HEALTH

BIRTH/HEALTH IDENTIFICATION CARD

NAMF

BIRTH DATE BIRTHPLACE

STATE FILE NO
S.S ID NO

NAME

BIRTH DATE BIRTHPLACE

STATE FILE NO

S.S. ID. NO.

PROVIDER

FIGURE 2

DELAWARE DIVISION OF PUBLIC HEALTH
IMMUNIZATION RECORD

PROGRAM

WELL CHILD Q FIELD

TITLE XIX SCHOOL

DAY CARE PHYSICIAN

HEAD START OTHER

IMMUNIZATIONS GIVEN TODAY

DPT
(1) 123
POLIO
(2) 12 3

DT
(3) 12 3

MEASLES

0 RUBELLA

MUMPS
5

(6)

OTHER
GIVEN
BY

DATES OF PREVIOUS IMMUNIZATIONS

DPT 1 (11) DPT 2 (12) DPT 3 (13) DPT 4 (14) DPT 5 (15) CLINIC OR PHYSICIAN PARENT

POLIO 1 (21) POLIO 2 (22) POLIO 3 (23) POLIO 4 (24) POLIO 5 (25) PARENTS NAME

MEASLES (41) RUBELLA (51) MUMPS (61

)

ADDRESS

PROVIDER

PROGRAM
WC 0 DC 0 FIELD PHYSICIAN
TXIX O HS SCHOOL OTHER CITY

MAKE PLASTIC CARD AND SEND TO:

FIGURE 3

§j,tate of Mtlabiate
DIVISION OF PUBLIC HEALTH

BIRTH/HEALTH IDENTIFICATION CARD

NAME

BIRTH DATE BIRTHPLACE

STATE FILE NO. MAP. NO.

S.S. ID NO.

DPT 1st 2nd 3rd 4th 5th Measles Rubells

Polio 1st 2nd 3rd 4th 5th Mumps Other

Given By

:

Emergency Medical Pats

:

Blood Type:
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FIGURE 4

MONTHLY IMMUNIZATION REPORT FOR FIVE HEALTH CENTERS

Series Completion

Provider A* B* C* D*

KK04 Kent County Health Unit 1054 809 76.8 222
KK12 Milford Health Unit 573 414 72.3 127
KK 1 3 Smyrna Health Unit 114 77 67.5 36
NK01 Porter State Service Center 255 150 58.8 31

NK02 Belvedere State Service Center 274 171 62.4 66

* A=Total number of children ( 1 8 months through four years of age)
*B=Number of children with complete series

*C=Percentage with complete series (A divided by B)

*D=Number of children under 18 months of age

and an accurate record is available upon entry

of the child into the school system.

All participating physicians or pediatric clinics

receive an alphabetic quarterly report of their

patients with their complete immunization history.

The computer identifies “incompletes” by an as-

terisk in the margin thus providing a mechanism

for rapid, accurate follow-up. The report also

reports percentages of fully immunized children,

enabling each provider to evaluate his perform-

ance over a period of years and in relation to

other providers. (Figure 4) It has been noted

that immunizations by providers involved with in-

tensive follow-up always rise during any time

period, while levels of providers not involved with

follow-up drop during the same time period. Some
public health providers have been able to achieve

90% immunization levels by intensive follow-up

provoked by this computer system.

Private physicians who receive vaccines from

the state health department must now submit a

monthly report regarding the numbers of vac-

cinations administered by age. This report is

prepared automatically by the Immunization

Register System for participating physicians, re-

lieving private personnel of the work.

The school system submits yearly immuniza-

tion records of all new children; this data is en-

tered into the Immunization Register by school

district. A school entrance survey is prepared

annually from the master immunization file, and

reports of the immunization data of all school

children are done for each school district. School

nurses utilize this data to complete the children’s

immunizations by making appropriate referrals to

physicians or clinics.

The computer system has the potential for

recording all adverse effects and the efficacy of

immunizations as well as noting children with dis-

eases which require special immunizations. The

register could also enhance the acquisition of bet-

ter statistics regarding the incidence of complica-

tions of immunization and the true degree of long-

term protection against particular diseases. Chil-

dren with special needs, for example, those with

sickle cell anemia requiring pneumococcal vaccine

and those at high risk requiring influenza vaccine,

could quickly be identified by the computer via a

confidential coding system.

In summary, a computerized immunization

register system is workable and rapidly and easily

incorporated into a private practice. Since 1979

is the International Year of the Child, the con-

tinued and expanded use of the Delaware system

is especially recommended to improve our abilities

to immunize completely all infants and children.

Elizabeth Craven, M.D.

Dr. Craven is Director, Pediatric Outpatient Department, Wil-
mington Medical Center, Wilmington, Delaware and Clinical

Associate Professor of Pediatrics, Jefferson Medical College, Phila-

delphia, Pennsylvania.
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STREPTOCOCCUS LABORATORY CLOSING

In the early 1960’s, the fluorescent antibody

technique for the identification of bacterial species

was perfected by Dr. Theodore Carski, Jr. and

Dr. Charles Griffin of the Baltimore Biological

Laboratories. Their close friend and colleague,

E. G. Scott, (then director of Bacteriology at the

Delaware Hospital), recognized the potential

value of this technique in clinical microbiology

and organized the effort to establish a Fluorescent

Antibody (FA) Laboratory at the Delaware Hos-

pital.

Funding was obtained from the Delaware Heart

Association, and the Streptococcus FA Labora-

tory began operation as part of the Infectious

Disease Research Laboratory in 1964. Physicians

(and their patients) in the State of Delaware were

provided with a facility for streptococcus screen-

ing (with FA confirmation) at no charge. Initi-

ally, this service was offered only to physicians in

the Wilmington area, but as the program grew,

physicians and school nurses from throughout

the State were encouraged to participate. This

growth prompted an increase in technical staff

from one part-time technician to two full-time

technicians with additional help during peak sea-

sons. In 1978 over 70,000 specimens were pro-

cessed in this laboratory. In addition to the

streptococcus program, the FA laboratory has

served as a reference laboratory for confirmation

of gonococci, E. coli serotypes, and other patho-

gens for clinics and hospitals in this area.

The Delaware Heart Association has been gen-

erous in its support of the Streptococcus Labora-

tory, and largely through its efforts, the State

of Delaware (through the State Health Labora-

tory) has also contributed. The monies provided

have fallen far short of those needed to support

this program, however, and the Infectious Dis-

ease Research budget and the Wilmington Medi-

cal Center have had to make up the deficit. This

is the primary reason that the Streptococcus FA
program will be discontinued as of June 30, 1979.

A contributing factor in the decision to close the

FA Laboratory is the fact that other projects

demand the attention of the technicians in the

Infectious Disease Research Laboratory.

What facilities are available to the practicing

physician for the identification of Group A Strep-

tococcus? First, techniques are available for the

physician to carry out streptococcus identification

in his own office, and, in fact, some physicians in

the area already perform this function in their

offices.

Alternative sources for streptococcus identifi-

cation are the private and hospital laboratories

in the area, where a streptococcus screening cul-

ture can be obtained for a reasonable fee. Physi-

cians should contact their reference laboratories

as to the technique for obtaining cultures and de-

tails concerning submitting cultures and receiving

reports.

The State Health Laboratory will provide

streptococcus screening for indigent patients and

the public school system.

Occasional articles in the literature (seldom

from authoritative sources) question the need for

identifying the Group A streptococcus in the

throat cultures of patients with sore throats and

suggest that the decision to treat can be made

by clinical evaluation. The most experienced

clinicians, however, admit to a 50 percent failure

rate in selecting those individuals with strepto-

coccal pharyngitis. Indeed the probable failure

to prevent glomerulonephritis with antibiotic

therapy and the observed decrease in rheumatic

fever (which appears unrelated to antibiotic ther-

apy) have led some authorities to question the

need to use antibiotics except in those patients

who appear seriously ill or in danger of one of the

septic complications of streptococcal pharyngitis,

eg, peritonsillar abscess.

A panel of experts who appeared at the In-

fectious Disease Symposium in Wilmington early

this month, were queried as to the need for throat

cultures and therapy in streptococcal pharyngitis.

They rendered the unanimous opinion that until

Del Med Jrl, May 1979

—

Vol 51, No 5 289



Editorials

more data is available, physicians should continue

to obtain throat cultures from patients suspected

of having streptococcal pharyngitis and treat the

confirmed cases with one of the accepted anti-

biotic protocols.

William J. Holloway, M.D.

\a %

FILTHY LANGUAGE
A Critique of English Usage in Two

Family Medicine Textbooks 1
'
2

Textbooks are for teaching. Clear, precise

language is called for, words used with regard

to their meanings, sentences formed with regard

to their sense. The rules of grammar must be

obeyed; awkward, distracting, and obtuse con-

structions must be avoided. If the reader must

puzzle through bizarre and tortured English, in-

ferring meanings that are not present, then the

text is more than a failure, it is a travesty.

Fuzzy language reflects fuzzy thought, and

breeds more of the same. Of these two family

medicine textbooks, the first is ruined by this

kind of dirty talk. The second is deeply marred

by it.
1

-
2

Dr. Medalie allows himself to print this sen-

tence by Priscilla Day Boekelheide, M.D., in his

chapter on communication (p. 54):

When the doctor applies what Medalie

terms the “whole person” and, finally,

the “family” level of “individual-in-the-

family” approach, the communications

move from the denotative, complemen-

tary, sometimes incongruent and dys-

functional, towards the connotative and

metacommunicative levels, with more

symmetrical messages containing feed-

back and allowing the doctor to inte-

grate not only the physical aspects of

the illness but to also include the psy-

chologic and social areas of the patient’s

microcosmic and macrocosmic worlds.

Can we trust that the writer and editor of these

seventy-odd words (some of them very odd in-

deed) know what they are talking about? Could

we trust them to come in out of the rain?

Lesser errors require more careful dissection.

Another of Medalie’s contributors, Stanley H.

Schuman, M.D., Ph.D., writes (p. 47):

Computers require resources and main-

tenance personnel, they require constant

review so that the quality of data stored

in the computer is of the essence in

quality and is not superfluous. The

computerization of laboratory tests and

results is already proven, shortening

the time between the collection of the

data, recording of data, and reducing

the chances of simple errors due to

copying information.

The first sentence here is alarmingly redundant.

We are inclined, out of charity or ignorance, to

allow the writer to join two freestanding clauses

by a comma, but his comma should, of course,

be followed by and, or replaced by a semicolon.

We move on to the second sentence. The use of

proven is unwise, being archaic; “already has

proved useful” would have been a better choice.

Our earlier tolerance toward Dr. Schuman’s dis-

use of conjunctions proves unwise because he

does it again, now intolerably. By omitting an

“and” after his “between the collection of the

data” he syncopates his sentence into meaning-

lessness. Would he write “between a rock, a

hard place”?

The point is that neglect of form and content

has made a simple concept awkward and obtuse.

Where were the publishers?

I have used the editorial “we” above, this be-

ing a harmless, if rather mannered, literary device.

This reflects no psychic schism; we are well aware

that we are singular. I do, however, become con-

cerned for Dr. Medalie when he says that (p. 4)

“In 1965, Medalie divided practice into five

levels.” I checked this reference at chapter’s end,

to establish that the Medalie to whom Medalie

refers is in fact the self same. It is. I feel that

Medalie should refer to himself as “the author,”

or “this writer,” or even “we,” but not in the third

person. His construction makes me fear that he

has forgotten himself. “But,” to quote Plutarch,

“such digressions as these the impatient reader

will be more willing to pardon if they are kept

within a moderate compass.” (This is anticipatory

irony. See below.)
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Rakel’s book makes a good first impression.

His preface is short, well written, and worth read-

ing. Dr. Rakel can write well, but evidently this

embarrasses him. Unable to be inane and in-

comprehensible himself, and lacking co-authors

to write very badly for him, Rakel uses quota-

tions to rectify this state of quality. In the first

chapter, the big guns are called in; the AMA, the

AAFP, and the ABFP are quoted liberally.

Clauses dance and participles dangle; we are at

home in the mire again.

“A primary physician was defined by the Millis

Commission as one who ‘.
. . should usually be

primary in the first contact sense.’ ” Much, we

may suppose, as Mr. Washington was primary in

the hearts of his countrymen sense.

Three more industrial quotes follow, each of

which attempts to define family medicine and the

family physician. They are redundant, showy,

and almost useless. The first, by the AMA, piles

clause upon clause, with the antecedents confused

and lost to memory, (p. 4)

“The family physician, as defined by

the American Medical Association. . . .

serves the public as a physician of first

contact and means of entry into the

health care system; evaluates his pa-

tients’ total health care needs; assumes

responsibility for his patients’ compre-

hensive and continuing health care and

acts as coordinator of his patients’

health services; and accepts responsi-

bility for his patients’ total health care,

including the use of consultants, within

the context of their environment, in-

cluding the community and the family

or comparable social unit.”

Dr. Rakel seems enamored of the quote for its

own sake. He insists upon citing people who
have nothing interesting to say, and say it in a

most roundabout way, like guests at a bad cock-

tail party. As the book runs on and the guests thin

out, Dr. Rakel’s own clear prose takes over.

Not that Rakel’s prose is flawless. He en-

courages family physicians (p. 7) “to maintain a

homeostatic posture in the family and commun-
ity.” This must be a posture easily maintained,

perhaps prone? It is perfectly acceptable for doc-

BE CONFIDENT WITH

THE DOCTOR’S BAG
1320 tVbshngton Street \NWmington, Delaware

FOR

SUPPORTS TRUSSES

GARMENTS ELASTIC HOSIERY

SPINAL BRACES CERVICAL COLLARS

TRACTION APPARATUS

tors to be prone in the privacy of their own fami-

lies, but I would hesitate to encourage such a

posture in the community. For one thing, the

physician would be at risk of being stepped on.

Much of Rakel’s diction is not wrong so much

as infelicitous. Nothing is described as “personal”

when it can be described as “personalized.”

Nothing is said to be “broad” or “well-rounded”

when it can be called “holistic,” a word my un-

abridged dictionary does not even include. Noth-

ing “continues”; rather, it is “ongoing.”

Pompous as these words may be, at least they

do not deny themselves through their own conno-

tations as, it seems to me, does the word “hu-

manistic,” the sound of which is so harsh, so

mechanistic that it is hard to credit the word’s

tender meaning.

Most people who speak of humanistic medicine

actually mean humane medicine. Why not use

the shorter, pleasanter, more familiar word? Per-

haps its very familiarity has done the word in; we

humans are humane only to animals now, never to

one another.
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This filthy language probably comes from the

sociologists, whose tribe seems to have decided

that to make a jargon is to create a science. They
are wrong. A science uses its own language to

make more precise definition possible. This jar-

gon is used only to obscure, to impress the reader

without informing him.

What it all comes down to is that these books

are more like sociology texts than texts of medi-

cine. A book that described more and defined

less, that dealt more with the concrete problems

of family practice than the lofty abstractions of

family medicine would be more useful to physi-

cians and students alike.

Patrick Sokas

Mr. Sokas, a Jefferson medical student, wrote this while serving
a third-year clinical clerkship in the Department of Family Prac-
tice at the Wilmington Medical Center.
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H. Medalie, M.D., M.P.H., Williams and Wilkins Co, Balti-
more, 1978.

2. Principles of Family Medicine, by Robert E. Rakel, M.D. WB
Saunders Co, Philadelphia, 1977.

«« £

HUMAN EXPERIENCE, AN OPTICAL DELUSION?

A human being is part of the whole, called by us

“universe;” a part limited in time and space. He
experiences himself, his thoughts and feelings as

something separated from the rest—a kind of opti-

cal delusion of his consciousness. This delusion is a

kind of prison for us, restricting us to our personal

desires and to affection for a few persons nearest us.

Our task must be to free ourselves from this prison

by widening our circle of compassion to embrace all

living creatures and the whole of nature in its

beauty. Nobody is able to achieve this completely,

but the striving for such achievement is, in itself, a

part of the liberation and a foundation for inner

security.

Albert Einstein ( 1879 - 1972 )

In acknowledgement of the centennial year of

Einstein’s birth, we are reprinting the above

despite the fact that we cannot provide a more
specific citation than Notes from the Under-

ground, a George Washington University School

of Medicine newspaper.

It seems to us to be good reading for Dela-

ware’s physicians, as well as George Washington

medical students.

B.Z.P.
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i£etter<i> to the 'Qditor

To the Editor:

Would you believe that, on the average, it

takes Delaware physicians twenty-one months to

report possible malpractice incidents to Aetna?

Figures from a delayed reporting monitor system

have confirmed this, despite the professional lia-

bility policy requirement of prompt notice of in-

cidents.

True, many claims and suits are brought for

reasons that wouldn’t have alerted the physician

to a problem. On the other hand, the majority

were based on a poor result or a dissatisfaction

with treatment or charges.

This brings us to the question of just what

should be considered a reportable incident. In

general, such an incident would be anything that

you feel could result in a claim, but more specifi-

cally, physicians should be alert to the following:

1. Any threat by a patient or member of his

family

2. Any poor result not anticipated or consid-

ered a normal risk of the treatment

3. Any communication from an attorney rep-

resenting a patient

4. Any request for a copy of your complete

records

5. Any summons or subpoena served on you

or any of your employees.

Reporting an incident to your insurance carrier

when no claim is made will in no way prejudice

the insurance program or your insurability. In-

stead, such a report can greatly enhance the pos-

sibility of a successful defense if a claim or suit

should later develop. No insurance investigator

is going to contact your patient before discussing

the advisability of such a contact with you.

Remember, if there is any question in your

mind as to whether an incident should be reported,

please call your agent or the Aetna claim office

and let us share in the decision as to what needs

to be done at the time. It can do no harm and

may relieve a great deal of apprehension later if

a claim is brought.

One additional caution—We have learned re-

cently that at least one plaintiff’s attorney, in seek-

ing the cooperation of a physician in investigating

the merits of a case, has advised that while he

may have to name that physician as an additional

defendant in the suit, the physician need not file

an answer and doesn’t need to report to his in-

surance carrier. Please, do not follow this advice!

While it may have been given in good faith, you

could be jeopardizing your insurance coverage

and compromising your defense position if the

attorney or his client decides to go forward with

the suit against you. Share any such correspond-

ence immediately with your insurance carrier and

jointly decide what action is indicated.

As coordinator for the loss control and educa-

tion segment of your professional liability pro-

gram, my primary responsibility is in the area

of loss prevention. When an incident does occur,

however, my objective and that of the claim de-

partment are to give you the protection to which

you are entitled and for which you are paying.

We can only do this if we know of the incident.

Kenneth Pierce

Delaware Coordinator, Aetna Program
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THE HOSPICE: Development and Administration

by Glen W„ Davidson, Hemisphere Publishing Cor-

poration, Washington, D.C., 1978. 232 pp. Price

$14.95.

This book suffers, as do many multi-authored

books, from lack of continuity. It does, however,

provide a forum for many of those active in hos-

pice programs in this country. The English experi-

ence was also indirectly discussed but not de-

tailed. More specific, detailed information would

have been helpful for most of the programs, with

less duplication of discussion of their concepts.

The Springfield, Illinois experience was entirely

in the planning stage, although others were well

developed. No effort was made to add the ex-

perience of those trying to give total integrated

care, such as the Children’s Hospital in Philadel-

phia, where a child, once accepted on the on-

cology service, is continued under their care as

long as desired, even if control of the cancer fails

and eventual death occurs.

Fortunately, most of the writers were concerned

more with programs than with facilities, in part

because programs were often more practical to

implement. It is too bad that the data alluded

to were not documented, to justify the develop-

ment of a hospice program at the Royal Victoria

Hospital in Montreal. They state that the propor-

tion of palliative care beds in each health area

should be based on the number of cancer deaths.

(In the Royal Victoria this was 4-5% of the total

beds, but no clues were given for arriving at the

formula.) They also emphasized a need for about

eight hours of nursing care per patient per day

—

more than could be given in the average acute

care hospital.

The economics of hospices were not detailed.

New Haven had profited by a large federal grant.

The English hospices have not been paid for by

government health service. Medicare and Medi-

caid apparently have not been supportive in the

USA. The Tucson hospice had to be classified as

a nursing home for licensure purposes.

One of the “justifications” for special units for

the terminally ill was that acute care hospitals

“could not provide the individual personalized

attention these patients needed.” One author ex-

cused the acute care hospital because it was de-

signed only for curative care, which is generally

accepted as impersonal because of its efficiency.

This makes one wonder why the positive attri-

butes of the hospice should be denied patients

until they are ready to die.

Dr. Buckingham, originally of New Haven and

now Assistant Professor of Health Education at

Teacher’s College, Columbia, New York, dis-

cussed the problems of evaluating the hospice

program. The New Haven Hospice, by the

measuring tools used and compared to a control

group, did confirm that hospice goals were being

met. Unfortunately, no other group seems to

have the fiscal backing to document and assess

their program. All seem to base their conclusions

on “feelings” (emotional reactions) about the

programs.

A separate section, on issues and problems, fol-

lowed the models described in the first half of the

book. George J. Agich, Ph.D., discussed the

ethics of terminal care and questioned how hos-

pices implemented the “spiritual” aspects of care,

which most authors mentioned. He underscored

the problems of understanding each patient’s cul-

tural milieu in order to appreciate attitudes to-

ward death.

Another good section stressed the need for

education of the staff and support for the persons

directly responsible for patient care. It also en-

couraged the use of an active volunteer group in

a hospice program.

The legal problems of the Living Will, the Anti-

dysthanasia Contract, and the Right to Die legis-

lation were discussed by T. R. Leblang, legal

counsel for the Southern Illinois University School

of Medicine.

Although Hospice does add some information

and ideas, much of the material is repetitive and

not new. There is obviously a tremendous pub-
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lie interest in this aspect of care. Physicians

working with dying patients over the years (death

is not a new phenomenon) have, in general, been

criticized for not providing the leadership to im-

prove the status of care. One problem, not men-

tioned, is that the definition of “terminal” can

only be made following the patient’s death, de-

pending a little upon what is meant by “terminal.”

Some hospice programs are willing to accept pa-

tients with an estimated length of life for six

months. Dr. Kubler-Ross, when asked how to

decide when a patient was terminal, told me that

she never made that decision herself but only

accepted referrals. Some fear that such a desig-

nation should not be made by one individual.

Premature designation of “no hope” or “nothing

more can be done” has been a big problem for

the oncologist as he sees referred cancer patients.

Patients who have been told there is no other

treatment are ones who have turned desperately

to quacks and drugs such as laetrile. The hospice

is certainly a preferable alternative. There is

some fear, however, that the hospice approach

can be an easy way to practice euthanasia. Never-

theless, the hospice concept is worthwhile, and

health care providers need to be reminded that the

person unfortunate enough to be beyond con-

ventional healing methods still needs attention.

It is still not clear whether resident training in

this field is best conducted in a dedicated unit or

a program. In our own experience, we think we
can at least control the resident on an oncology

unit and initiate him or her to the need for medi-

cal and nursing skills even for the “terminal” pa-

tient. It is strange that the terminal cardiac pa-

tient, or one with an infectious disease, is usually

cared for aggressively right up to the end, suggest-

ing that the mystique of cancer is part of the

problem.

Let us hope that books like Hospice, which are

food for thought, will stimulate public and pro-

fessional interest in the supportive care of hospice

programs and also result in improvement in the

care provided to all those who need medical and

surgical care, whether terminal or not.

Hospice has a good bibliography and a direc-

tory of hospice programs in the United States.

Robert W. Frelick, M.D.

1977 YEAR BOOK OF DIAGNOSTIC RADIOLOGY
edited by Walter M. Whitehouse, M.D., Year Book

Medical Publishers, Chicago, 1977. 466 pp. Illus.

Price $24.95.

1978 YEAR BOOK OF DIAGNOSTIC RADIOLOGY
edited by Walter M. Whitehouse, M.D., Year Book

Medical Publishers, Chicago, 1978. 470 pp. Illus.

Price $27.50.

These volumes are similar in size and format to

earlier editions. Each volume contains reviews

of over 300 articles, not all of which are from

the radiology literature. There is a similar num-

ber of accompanying illustrations, and short edi-

torial comments are frequently appended to the

reviews. The volumes are divided into nine sec-

tions including the various major body systems as

well as ultrasound, pediatric radiology, angiog-

raphy, and technical developments. The radio-

graphs, scans, and sketches range from accept-

able to excellent quality.

Most of the editors of the sections are consid-

ered experts in their fields, and their concise

comments are an outstanding feature of the books.

The other major strength of the Yearbook is its

format, permitting a rapid review of major articles

pertinent to radiology in the preceding year.

The major weakness in these volumes is the

definite lack of attention to advances in the area

of computed body tomography. Presumably this

will be corrected as pertinent literature accumu-

lates and the applications of this modality become

clearer.

The 1977 and 1978 Yearbooks are recom-

mended for radiology residents, practicing radi-

ologists, and non-radiologists who are interested

in keeping abreast of advances in various areas

of diagnostic radiology.

John S. Wills, M.D.

V£

THE PSYCHIATRIC INTERVIEW IN CLINICAL PRAC-

TICE by Roger A. MacKinnon, M.D. and Robert

Michels, M.D., W. B. Saunders Company, Philadel-

phia, 1971. 473 pp. Price $12.50.

This book is an excellent text for professionals

300 Del Med Jrl, May 1979—Vol 51, No 5



and students concerned with effective approaches

for communicating with others, especially patients

and clients. The title may seem to imply that the

book is directed primarily toward psychiatrists

and their co-workers in related fields. The con-

tents, however, offer valuable information, under-

standing, and techniques for anyone whose work

brings him or her in personal contact with others.

The authors are experienced teachers and clini-

cians. They introduce the subject of interviewing

with a concomitant review of psychopathology

and psychodynamics, which they feel form the

basis for meaningful and productive interviewing.

Following this, there are chapters on the major

clinical syndromes. One of the unique features

of this book on interviewing is the discussion of

the behavior of persons who present different

clinical syndromes. Each diagnostic category is

considered, including the obsessive patient, the

hysterical patient, the phobic patient, the de-

pressed patient, the schizophrenic patient, the

paranoid patient, the sociopathic patient, and the

organic syndrome patient. The typical verbaliza-

tions and defenses of each category are described,

and suggestions for techniques dealing with each

are given.

In Section Two special clinical situations are

discussed. A thorough understanding of the pa-

tient with psychosomatic problems is evident from

the authors’ treatment of this topic. Chapters on

ward consultations and the emergency patient are

informative.

Near the end of the book two very interesting

topics are introduced: the telephone in interview-

ing and interviewing through an interpreter. These

are seldom included in books on interviewing, and

the reader will gain a great deal from them.

Everyone who has observed and enjoyed in

cartoons the stereotyped figure of a psychoanalyst

sitting behind his couch with a pen and notebook

in hand will appreciate the last chapter of The
Psychiatric Interview in Clinical Practice. It is

entitled “Note Taking and the Psychiatric Inter-

view.” In a nutshell, the authors remind inter-

viewers that their basic task in acquiring good

interview technique is to develop the ability to pay

attention and “listen more carefully.” Remem-
bering then can be easier and most note taking

unnecessary. Paying attention could even pre-

DelMedJrl, May 1979—Vol 51, No 5
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vent some interviewers from falling asleep, of

which we are sometimes accused, in cartoons, of

course.

Floyd S. Cornelison, Jr., M.D.

id id id

PRACTICAL PAEDIATRIC ENDOCRINOLOGY by C.

G. D. Brook, Grune and Stratton, Inc., New York,

New York, 1978. 142 pp. Price $12.35.

Dr. Brook states in the preface that the intent

of his book is to present pediatric endocrinology

in a concise fashion that will allow the physician

not well acquainted with endocrinology to ap-

proach and to solve in a rational manner pedi-

atric endocrine or related problems. He fails to

achieve his intent. For many of the topics, he

fails to provide the reading physician with suffi-

cient information to list an acceptable differential

diagnosis, to order the necessary tests to establish

a diagnosis, or to manage common pediatric endo-

crine problems. Hyperthyroidism, hypo- and

hyper-calcemia, and hypogonadism in particular

are inadequately covered. Growth and its dis-

orders and normal pubertal development are ade-

quately presented. Diabetes mellitus and hypo-

glycemia are not covered.

In summary, Dr. Brook’s book is best suited as

a general introduction to pediatric endocrinology;

other texts are better suited to aid the physician in

solving pediatric endocrine problems.

Grafton D. Reeves, M.D.

5d id id

IMMUNOBIOLOGY FOR THE CLINICIAN by Hugh

R. K. Barber, M.D., John Wiley & Sons, Inc., Somer-

set, New Jersey, 1977. 310 pp. Price $19.50.

If you are someone who believes that a Fifth

of Beethoven is music equivalent to Beethoven’s

Fifth Symphony, then you just might buy this

book. A book on immunobiology written by a

professor of obstetrics and gynecology, proofread

by a physician friend whose specialty is unidenti-

fied, Immunobiology for the Clinician concen-

trates almost entirely on the cancer patient.

The author admits that the aim of the book is

not originality but that he has borrowed freely

from the literature. This has been done, he states,

to bring the basics on immunology together in a

readable format.

He has focused upon an even narrower seg-

ment of immunology (immunity; immunochemis-

try; immunobiology) and mentions that the refer-

ences presented at the end of each chapter have

been selected for their historical value or as origi-

nal or significant contributions. A reviewer glean-

ing a chapter can find many references ten years

of age or greater.

The present reviewer has an embarrassing con-

fession. Before this book was offered for review

to some member of our Medical Society, he

bought it. It made such an impression that this

reviewer forgot he had it (!) when he offered to

review it for the Journal. That should say some-

thing.

If a reader is hunting for the basics of clinical

immunology, he could not go wrong if he were to

buy a book by one of the leading immunologists

in the field. Certainly he would not want a book

about immunology written by an obstetrician, or
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rather “put together” by an obstetrician. In all

fairness, however, someone preparing for sub-

specialty boards in allergy and immunology could

benefit from the outline arrangement of the chap-

ters.

Charles M. Bancroft, M.D.

VS VS VS

FAMILIES AND FAMILY THERAPY by Salvador

Minuchin, M.D., Harvard University Press, Cam-

bridge, Massachusetts, 1979. 268 pp. Price $10.00.

Dr. Minuchin, at the time of the printing of

this book, was Director of the Family Therapy

Training Center at the Philadelphia Child Guid-

ance Clinic; Professor of Pediatrics and Child

Psychiatry at the University of Pennsylvania; and

Senior Psychiatrist, Children’s Hospital of Phila-

delphia. His thoughts and therapeutic approach

would therefore seem creditable and worthy of

evaluation.

Because Dr. Minuchin approaches psychother-

apy from a relative activist’s interaction; and, be-

cause he feels the “proband” initially referred is

equally influenced by social, economic, cultural,

and family influences, and thus “requires” (at

least) total family involvement in any therapeutic

endeavor, his approach and management tend to

be disdained by psychoanalytically oriented psy-

chiatrists, the latter feeling much more comfort-

able in a one-to-one relationship.

For those primary physicians (family and gen-

eral practitioners, pediatricians, etc.) who deal

with repeated psychosomatic complaints or are

asked to give advice regarding a family member’s

idiosyncratic or abnormal behavior, this book of-

fers a reality orientation to approaching a non-

psychotic proband and his/her family unit. The

schematic approach to family interaction and

therapy is didactically and well outlined, with

actual family interviews and evaluations present

within the text. Dr. Minuchin’s ideas are well

expressed concerning all phases of family therapy.

Particular attention is recorded as to the non-ver-

bal messages observed as well as the actual dia-

logue. Suggestions and comments as to how a

physician directs himself and the family members
through a therapeutic session are succinctly pre-

sented.
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For those primary physicians and those medical

students knowledgeable enough to realize that

medicine is much more an art than a science and

likewise to realize their patient’s presenting physi-

cal complaint may be the tip of the iceberg’s

years of psychological insult and narcissistic in-

juries, this book should be at least explored and

its messages sincerely evaluated, taking from Dr.

Minuchin’s theorems those that make the physi-

cian comfortable and his/her patients better.

Warren Johnson, M.D.

VS VS VS

ADVANCES IN SURGERY, Vol 1 2, edited by Charles

Rob, M.D., Year Book Medical Publishers, Chicago,

1978. 419 pp. Illus. Price $30.00.

The Advances in Surgery series provides inter-

ested surgeons, house officers, and other medical

professionals with up-to-date information on pro-
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gress in the studies and techniques of various dis-

ease processes by recognized specialists in each

particular field. Volume 12, as does each of the

other volumes, provides a wide range of topics.

Of particular interest were well-written presenta-

tions reviewing the vascular diagnostic lab, thera-

peutic techniques in diagnostic radiology, and

surgical management of parotid tumors. An ex-

cellent review of ulcers of the lower extremity is

available and should be read by surgeons and

general medical doctors alike who deal with these

frustrating problems in office practice. Those in-

terested in renovascular hypertension, coronary

vascular disease, diverticulitis, hemorrhoids, G.I.

endocrinology, cancer in transplant patients, and

metabolism in burn patients will find brief and

informative reviews on these subjects. Most sur-

geons will find their time well spent with this

easily read text in keeping up-to-date in each of

the presented subjects.

Glenn E. Graybeal, M.D.

Dr. Graybeal is a first-year surgical resident at the Wilmington
Medical Center.

HANDBOOK OF ENDOCRINE TESTS IN ADULTS

AND CHILDREN, 2nd ed.
(
by Robert1 N. Alsever and

Ronald W. Gotlin, Year Book Medical Publishers,

Chicago, 1978. 238 pp. Price $17.95.

This pocket-size handbook, printed on heavy

paper, at first glance appears to be required read-

ing for all internists. The book is organized well,

has many useful and thorough charts, and is easy

to read. The book includes many old “gold

standard” tests as well as the newer tests, and

helps the physician decide which tests to order.

The book is excellent as a procedural guide and

contains an abundance of information on almost

all endocrine tests and explains the results. The

best section is on pituitary testing. There are also

two useful chapters on perinatal endocrine testing

and a list of approximate test costs. This text

should be useful to endocrinologists as well as to

hospital libraries as a reference text. Excepting

pituitary testing, much of this information is

readily available elsewhere. This is the only

major weakness of this handbook and explains

1

UNIFORMS, INC.

Full line of uniforms featuring such name brands as

White Swan , Tiffiny, Whittenton, Barco, etc.

LAB COATS — CONSULTATION JACKETS

INTERN TROUSERS — SHOES (Nurse Mates)

HOSIERY

1140 BALTIMORE PIKE

(215) KB 3-4002

Springfield, Pa. 19064

TRI-STATE MALL (Lower Level)

Claymont, Delaware 19703

(302) 798-5387
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why some physicians may not find this book use-

ful or necessary.

Howard Leibowitz, M.D.

Dr. Leibowitz is a second-year medical resident at the Wilming-
ton Medical Center.

% %

THE PHILOSOPHY OF MEDICINE The Early Eigh-

teenth Century by Lester S. King, M.D., Harvard

University Press, Cambridge, Massachusetts, 1978.

291 pp. Price $17.50.

This is a refreshing book! It is erudite yet

readable. It presents a most authoritative review

of the philosophy involving medical and health

matters starting with Aristotle and continuing

through neo-Galenism, metaphysics, iatrochemis-

try (which supposedly began with Paracelsus),

iatromechanism (which was founded by Borelli),

and into the eighteenth century with more prac-

tical ideas by Boerhaave and numerous others.

All of the discussion is well documented by a

bibliography of the pertinent original Greek and

Latin texts. The publisher’s description on the

front jacket flap is excellent. The author’s preface

gives an excellent overview of what is to follow

and is worth reading in itself.

The book is refreshing because it presents a

cultural, intellectual, philosophical background

for the great scientific explosions of the nine-

teenth and twentieth centuries, which at times

seem to smother us with miniscule details.

Lewis B. Flinn, M.D.

FETUS INTO MAN by J. M. Tanner, Harvard Uni-

versity Press, Cambridge, Massachusetts, 1978.

250 pp. Price $10.00.

Tanner, whose rating system for stages of ado-

lescent sexual physical development is becoming

increasingly widely used, has written this book to

“describe the process of growth in children in

terms ... the biologically unsophisticated reader

will understand and the biologically sophisticated

approve.” Like his previous writing, biologic

knowledge on the reader’s part is helpful but not

presumed.

The chapters include Growth Before Birth, Sex

Differentiation up to Puberty, Puberty, The En-

docrinology of Growth, and Standards of Normal

Growth. A good bibliography for further reading

is included. Although some physician readers

may feel annoyed or bemused to have the forearm

bones parenthetically labeled (radius and ulna),

others may feel that it is a small price to pay in

exchange for clear explanation of words such as

codon, centiles, and regressions. Tanner, who is

beautifully British in his circumspection, has, how-

ever, assumed that “readers know the names of

parts of the body, including those of which they

have no personal experience.”

I regret that he has not included the description

of his stages of puberty while still including the

important photographs; this one omission makes

the book very much less suitable as a reference

document. (See Delaware Medical Journal, 45:

84-88, 1973; Recording Adolescent Physical

Changes: Tanner’s System.)

One other memorable quote: “A famous statis-

tician once observed that unfortunately there was

no way of preventing half the people being below

the average.”

MORTALITY AND MORBIDITY IN THE UNITED

STATES edited by Carl L. Erhardt and Joyce E. Ber-

lin, Harvard University Press, Cambridge, Massa-

chusetts, 1975. 272 pp. Illus. Price $10.00.

This is the final volume of a 16-volume series

which presents numerical health data in the United

States. This one is a “summary picture of mor-

tality and morbidity in the United States, with

brief international comparisons and particular

emphasis on the decade of 1960.”

Examples of the data it contains:

1. In 1900 there were 185 deaths from tuber-

culosis per 100,000 people; that figure today

is about 4.

2. Infants of mothers who have had a previous

child die in infancy have a mortality rate

2 % times as high as infants born of mothers

without such a history.

3. Of persons over 45, 60.6% have one or

more chronic conditions. Seventeen per

cent have some activity limitation.
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4. Over a million citizens, age 20 and up, live

in nursing homes, chronic disease hospitals,

or mental hospitals. The majority of them

are over 65. About 15% of persons over

85 are in an institution.

This book is full of important numbers.

PRACTICAL ENDOCRINE DIAGNOSIS, 2nd ed., by

Nelson B. Watts and Joseph H. Keffer, Lea & Febi-

ger, Philadelphia, 1978. 123 pp. Price $9.75.

This book by a clinical endocrinologist and the

chief of the chemistry department at a commun-

ity hospital will serve a very useful purpose for

people who wish the specifics as well as the ra-

tionale of performing the various test maneuvers

which assess the integrity of the endocrine system.

Only those tests are described which are generally

available clinically. For example, gonadotropin

releasing tests are not included since the hormone

reagents have very limited availability.

As the text is limited, the abstracts are ex-

tremely pithy and thus sometimes too simplistic.

For example, the measurement of parathyroid

hormone as the definitive test for hyperparathy-

roidism is given short shrift, yet I cannot believe

that anyone would or should operate upon a neck

without having done at least one radioimmune

assay of parathyroid hormone.

JOSLIN DIABETES MANUAL, 11th ed., by Leo P.

Krall, M.D., Lea & Febiger, Philadelphia, 1978.

324 pp. Price $8.50.

There have been ten previous editions of this

excellent manual. The last edition in 1959 was

edited by Elliott Joslin himself. Krall’s version

explains everything a diabetic needs to know;

possibly some physicians will think it includes

even more than that.

It is, of course, too much to expect unanimity

among physicians as to how to answer every ques-

tion regarding diabetes, but most physicians will

be delighted with the advice in section 1 3 entitled,

“What to Do Until You Can Reach Your Phy-

sician.” The question, ‘What should a diabetic do

after exposure to poison ivy?’ is answered very

matter of factly: the same as anyone else. Ditto

answer to the question: “How do you treat cuts

and bruises in the diabetic?”

I was amused that in Figure 8, which demon-

strates protein as an important type of fuel, the

protein food (remember, Joslin is in Boston)

shown in the diagrammatic stomach is a good-

sized lobster, shell and all, which extends from

fundus to pylorus. The text is a bit cutesy, with

headings such as “The Wonderful World of Beta

Cells!” and “The Diabetes Machine” (which com-

pares the body to a motorcycle ) . However, these

types of gimmicks may aid in making it readable;

not all diabetics are Harvard grads, even in Bos-

ton.

I know of no other place where so much reli-

able information on diabetes is available for so

little cost. All physicians should suggest that all

their diabetic patients read it. Since the physi-

cians must be prepared to elaborate on areas

which are unclear or arouse concern, they’ll need

to read it too.

Bernadine Z. Paulshock, M.D.

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerenson, R.N.
ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE
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Speakers on Speakers for June 1979 on the Tuesday radio program (11:05 a.m., WDEL),

“Ask the produced by the Medical Society of Delaware are: June 5, Patricia H. Purcell,

Doctor” M.D., Child Abuse; June 12, Albert Gelb, M.D., Cancer of the Colon; June 19,

Robert W. Cox, M.D., Hypertension; June 26, Richard H. Morgan, M.D., Car-

cinoid Tumors.

In the News R- Walter Powell, M.D., Medical Director of DELRO, has announced the resig-

nation of Paul Gandillot as Executive Director of DELRO and the appointment

of Carolyn Lipp as his replacement. Ms. Lipp was the Associate Director of the

South Carolina Medical Care Foundation. The South Carolina PSRO has been

considered one of the most effective physician-run PSRO’s in the country. Ac-

cording to Robert K. Noxon, M.D., Editor of the Journal of the South Carolina

Medical Association, “Carolyn can take much of the credit for putting it all to-

gether.”

Other Items There is now a new professional education audio tape available on loan from the

of Interest American Cancer Society. The set contains highlights of the ACS NATIONAL
CONFERENCE ON THE CARE OF THE CHILD WITH CANCER, which was

held in Boston, Massachusetts, on September 11-13, 1978. To schedule the tape,

please contact Joanna Murray, American Cancer Society office in Wilmington,

(302) 654-6267.

The American Cancer Society recently commissioned the State’s internationally

known resident watercolor artist, Charles Colombo, to paint “Walker’s Mill,” an

historic building located on the Brandywine River. Copies of the limited edition

prints are on sale and a framed copy may be seen at the ACS office, 1925 Lover-

ing Avenue, Wilmington. For more information contact the ACS, (302) 654-

6267.

To help physicians encourage their patients to stop smoking, the National Cancer

Institute has developed the “HELPING SMOKERS QUIT” kit. This kit is free

of charge and contains enough materials to assist (50) smokers who want to quit.

To order the kit, write to: Helping Smokers Quit Kit, Dept. K-42, National Cancer

Institute, Bethesda, Maryland 20205.

February 8, 1979, marked the Tenth Anniversary of family practice as a medical

specialty. During those ten years, more than 19,000 family doctors have been

certified in this specialty by taking a special two-day examination to prove their

competence. The first certifying examination for board certification was given in

1970. Family practice was the first specialty board to have mandatory recertifi-

cation, requiring recertification every six years.
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In Brief

Medical

Assistants

Program

In September 1979, the Wilmington Campus of Delaware Technical and Com-
munity College will start a two-year program for medical assistants. This will be

the only one in New Castle County and will prepare students to run the front

office and handle back-office duties as well. These students will be spending an

eight-week externship at various physicians’ offices in New Castle County after

their six quarters of on-campus training. For further information, contact: Caro-

lyn M. Nutter at 571-2175.

CLINICAL NOTICES AND MEETINGS

MKSAP V Registration is underway for the Fifth Medical Knowledge Self-Assessment Program
(MKSAP) of the American College of Physicians. Enrollees will receive materials

for home study plus an opportunity to sign up for related postgraduate courses. The
courses will be given between November 1979 and September 1980. MKSAP V is

geared to help physicians prepare for certification and recertification by the American

Board of Internal Medicine. The twelve areas of internal medicine covered by the

three-part medical knowledge self-assessment program are allergy, immunology, infec-

tious diseases, oncology, endocrinology, hematology, cardiovascular diseases, pulmon-

ary diseases, nephrology, gastroenterology, rheumatology, and dermatology. For in-

formation, contact: The American College of Physicians, 4200 Pine Street, Philadel-

phia, Pennsylvania 19104. Telephone: (215) 243-1200.

Telephone 798-2520

If No Answer,

Call 738-9180

E. H. Eaton, Director

CLAYMONT MEDICAL LABORATORY

Office Hours

j

Daily 9 A.M. to 3 P.M.

Eves. Tues., Wed., Thurs.

6 to 9 P.M.

Sat. 8 A.M. to 12 Noon

1320 PHILADELPHIA PIKE

WILMINGTON, DEL 19809
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In Brief

AHA The Emergency Cardiac Care Committee of the American Heart Association of Dela-

ware is sponsoring a course, “NEW CONCEPTS IN BASIC CARDIAC LIFE SUP-
PORT,” which will be held on June 6, at the Delaware Technical and Community
College, Georgetown, Delaware. For further information, contact: American Heart

Association, Suite 46, Independence Mall, 1601 Concord Pike, Wilmington, Delaware

19803. Telephone: (302) 654-5269.

AMA THE ANNUAL MEETING OF THE AMERICAN MEDICAL ASSOCIATION will

be held July 22-26 in Chicago. It will consist of House of Delegates sessions only.

Postgraduate courses, symposia, exhibits and other events will be presented at the

AMA Winter Scientific Meeting in San Antonio, Texas, January 12-15, 1980. The
1978 annual convention was the last to combine a meeting of the House of Delegates

and the Scientific Program.

Postgraduate

Course in

Gynecology

The American Academy of Family Physicians and the American College of Obstetri-

cians and Gynecologists are sponsoring A POSTGRADUATE COURSE IN GYNE-
COLOGY, June 14-16, Doubletree Inn, Monterey, California. The program is accept-

able for 13 prescribed hours by the American Academy of Family Physicians. The
AAFP certifies that this continuing medical education offering meets the criteria for

13 credit hours in Category I of the Physician’s Recognition Award of the American
Medical Association. For further information, contact: Chet Watts, American Acad-

emy of Family Physicians, 1740 West 92nd Street, Kansas City, Missouri 64114. Tele-

phone: 1-800-821-2512.

Otolaryngology The Washington State Medical Association and the University of Washington School

of Medicine will sponsor GREAT DEBATES IN OTOLARYNGOLOGY, August
16-18. This program meets the criteria for 23 credit hours in Category I of the Phy-

sician’s Recognition Award of the AMA. For further information, contact: University

of Washington School of Medicine, Division of Continuing Medical Education, E-303

HSB, SC-50, Seattle, Washington 98195. Telephone: (206) 543-1050.

Atypical The National Jewish Hospital and Research Center will sponsor the INTERNA-
Mycobacteria TIONAL CONFERENCE ON ATYPICAL MYCOBACTERIA, September 5-8, Den-

ver, Colorado. Attendance is applicable to CME Credit. For more information,

contact: Dr. P. T. Davidson, Chairman, International Conference on Atypical Myco-
bacteria, National Jewish Hospital and Research Center, 3800 East Colfax Avenue,
Denver, Colorado 80206. Telephone: (303) 388-4461.

Going home.
It’s powerful medicine.

Sometimes going home from the hospital to

recuperate is the best medicine there is We can help by
sending qualified health care specialists home with

you. for as long as you need them Call HOMEMAKERS
UPJOHN®, when you re ready to go home

Telephone: 656-2551

HOMEMAKERS
UPJOHN'
A service program
of 7 he Upjohn Company
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ASIM An INTERIM MEETING OF THE AMERICAN SOCIETY OF INTERNAL MEDI-
CINE will be held September 28-29 in Las Vegas, Nevada. For further information,

contact: ASIM, 2550 M Street, N.W., Washington, D.C. 20037.

Community The National Health Council is conducting a series of eight “REGIONAL FORUMS
Health ON COMMUNITY HEALTH PROMOTION.” The meeting of the Mid Atlantic

Forum Region, which includes Pennsylvania, West Virginia, Virginia, Maryland, Delaware,

and the District of Columbia, will be held in Philadelphia, September 11-12. The Na-
tional Health Council is a private organization supported by 85 public and private

health organizations, including the AMA. For more information, contact: Ms. Dorothy
Marcus, director, community health promotion project, or Janet Zhun Nassif, forums
coordinator, at the NHC. Telephone: (212) 582-6040.

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set

solid. One insertion $4.00. Call the Journal office, 658-7596 for further information or placement.

All advertisements are payable in advance. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members.

OFFICE R.N. AVAILABLE for employment July 1

in northern New Castle County. Surgical and obstet-

rical experience. Call Medical Society of Delaware,

658-7596, for more information.

OFFICE SPACE AVAILABLE: In newly renovated

Middletown area medical building. Lease exam and

consultation space one day a week, X-ray on prem-

ises. Call 378-4407 for details.

DOCTORS
Space Available NOW

IN

NEWARK PROFESSIONAL CENTER

TWO SUITES -Layout to Fit Your Needs

FREE PARKING AVAILABLE ON PREMISES

LABORATORY FACILITY NEARBY

Ideal for Family Physician opening practice or established doctors

looking for shared space arrangement.

CROMPTON-TOWNSEND, INC.

368-8200
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a fraction of the cost.

Your patients who use formula will appreciate

knowing about it.

For detailed information and samples, please call

or write the Soyalac sales representative in your area.

Loma Linda Foods 11503 Pierce Street
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FROM THE DELAWARE CANCER NETWORK*

REPORT ON THE 18th NATIONAL CONFERENCE
ON BREAST CANCER, ATLANTA, GEORGIA

Ruben A. Teixido, M.D.

The 18th National Conference on Breast Can-

cer opened on Monday, March 5, with a panel on

“high risk benign disease” where it was brought

to the attention of the group that, whenever avail-

able, tissue from previous biopsies should be

screened from the point of view of risk of develop-

ing a carcinoma; as such, lobular or ductal hyper-

plasia plus atypia are high risk indicators. Hyper-

plasia alone cannot be interpreted as an increased

risk indicator. It was stated also that severe

atypia has not been seen before the age of 22

years.

The question of the “prophylactic mastectomy”

was discussed. In this operation total mastectomy

was recommended. As a guideline, a prophylactic

mastectomy should be considered:

1 ) When there is a strong family history of

breast cancer;

2) When there has been frequent detection of

masses and multiple benign biopsies;

3) When a biopsy has shown pathology that

indicates a high risk;

4) When there has been a history of carci-

noma in the other breast.

The group was cautioned about “subcutaneous

mastectomy” and the difficulty in removal of the

entire breast with this technique. This operation

is never recommended as a guard against sub-

sequent malignancy.

The high point of the meeting came with the

presentation by Drs. H. Stephen Gallager and

John E. Martin of their classic work on the sig-

nificance of “minimal breast cancer.” Drs. Gal-

Dr. Teixido is Director of the Delaware Cancer Reporting Ser-
vice.

•An NCI-supported agency located at 1200 Jefferson
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lager and Martin started their work in 1965.

A combined mammographic and histopathologic

review was conducted in an attempt to co rrelate

various mammographic appearances with histo-

logic counterparts. Several other features of

breast cancer became apparent in the course of

this study. The details of this work can be found

on pages 855-878, Volume 23, April 1969 and

pages 1170-1178, Volume 24, December 1969 of

Cancer.

The mammographic and correlated histopatho-

logic findings of minimal breast carcinoma were

defined as:

1) Lobular carcinoma insitu; 2) Intraductal

carcinoma; and 3) Invasive carcinoma of less

than five millimeters in diameter consisting of

intraductal calcifications with curved linear or

branching patterns; clusters of round and punc-

tate calcifications; dilated retroareolar duct; asym-

metry of breast tissue in two views and a develop-

ing density seen in consecutive mammograms.

For patients with minimal breast cancer, they

reported a ten-year survival rate of 95%.

The Breast Pathology Workshop was the best

so far in this series, and it was the best attended

workshop.

Dr. John N. Wolfe gave the Seventh Annual

Wendel G. Scott Memorial Lecture on “Familial

Influences of Breast Parenchymal Patterns.”

The next meeting is scheduled for March of

1980 in New Orleans. Those interested in at-

tending this meeting should write the American

College of Radiology Office in Bethesda, Mary-

land.

Street, Wilmington, Delaware 19801. Tel. (302) 428-2113.
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INVESTIGATORS

BOARD OF MEDICAL PRACTICE

The Board of Medical Practice (The Board)

has requested funding from the General Assembly

of Delaware to obtain on a contractual basis the

services of a trained professional investigator as

well as out-of-state expert witnesses to assist the

Board in insuring that those practicing medicine

in Delaware are competent and unimpaired. This

request has the approval and support of the Board

of Trustees of the Medical Society of Delaware.

The Medical Practice Act of 1976 gave powers

and duties to the Board that included the investi-

gation of “complaints and charges of the inability

of a person to practice medicine and surgery with

reasonable skill or safety to patients by reason

of competence, or of mental illness, or mental

competence, or physical illness, including but not

limited to deterioration through the aging process,

or also motor skill, or excessive use of drugs, in-

cluding alcohol.”

Where deemed appropriate and necessary by

members of the Board, it is their duty to examine

cases of unprofessional conduct or inability to

practice medicine as stated above. This is done

with assistance from the Attorney General’s office.

The present composition of the Board is 13

members of whom ten are physicians, licensed to

practice medicine, one osteopathic physician, li-

censed to practice medicine, and two lay persons.

The President Judge of the Superior Court is also

Del Med Jrl, June 1979—Vol 51, No 6

a member of the Board, but without a vote. The

Board elects a President from among its members

with Dr. Arthur F. Zimmerman of Dover cur-

rently serving as President. Physician members

of the Board are chosen by the Governor from a

list of names submitted to the Governor by the

Medical Society of Delaware and by the Delaware

State Osteopathic Medical Society. The two lay

persons are appointed by the Governor.

Inquiries carried out by the physician mem-

bers of the Board are done on their own time

and represent a sacrifice to their practioe and

personal life. For the Board to continue its ad-

mirable efforts on behalf of the citizens of Dela-

ware, the Board requires the assistance of a

trained investigator. Funding for a trained in-

vestigator and for consultants when needed would

continue to insure the fairness and justice of the

Board’s decision.

The Board has wisely decided to enter slowly

into this and not at this time seek full-time in-

vestigators. The proposed contractual basis en-

ables the Board to control and direct the inves-

tigator, using him when the Board feels his assist-

ance is needed, and having him directly responsi-

ble to the Board. The investigator will not be

a State merit system employee, but someone who
serves at the request of and under the direct

supervision of the Board. Compared to other
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President’s Page

states, we may have been late coming into this,

but, at this time, this seems to be the best way

to proceed.

Separate funding is requested so that the Board

may use the funds at its discretion and not have

to seek legislative authorization each time an in-

vestigator or outside consultant is needed. The
investigator will not be shared with other Boards,

but will be responsible to the Board of Medical

Practice.

Physicians should regulate and discipline other

physicians. This has not always been done as

professionally and competently as it should. To
quote from a recent timely article in Harper’s

Magazine by Jacques Barzun, “What the pro-

fessions need in their present predicament is, first,

the will to police themselves with no fraternal

hand, with no thought of public relations. Any
few scandals giving the group a bad name will

soon convince the public that self-policing means

what it says.”

The Medical Practice Act provides regulations

to insure that the public is protected against the

unqualified practice of medicine, and from the

unprofessional conduct of persons licensed to

practice medicine. It is to help insure the pro-

visions of this Act that the Board of Trustees

of the Medical Society of Delaware supports the

Board of Medical Practice in this matter.
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MALIGNANT MELANOMA OF THE ANORECTUM

Lemuel Herrera, M.D.

Carl I. Glassman, M.D.

A recent patient has stimulated our review of

the literature regarding malignant melanoma of

the rectum.

Case Report

An 81 -year-old white male presented to the

emergency room during August of 1977 with the

chief complaint of rectal bleeding. No other

pertinent information could be obtained from the

patient because of his mental confusion secondary

to an organic brain syndrome.

The only abnormal finding on physical exami-

nation was a pedunculated black polypoid mass

2 x 3 cm protruding through the anal canal.

(Figures 1,2) The mass, which was anchored to

the anterior rectal wall just proximal to the

dentate line by a stalk 2.5 cm in length, oozed

serosanguineous material from its surface.

The stalk was ligated with steel wire, and the

mass was resected. Histopathological examina-

tion established the diagnosis of malignant mela-

noma. (Figures 3, 4)

Anoscopy, sigmoidoscopy, and barium enema

were performed. The barium enema films showed

an ileo-transverse anastomosis and a small polyp

in the mid-descending colon. Liver scan, brain

scan, and determinations of urinary melanogen

were within normal limits.

Further treatment was declined for the patient

by his family. He was returned to his nursing

home where he died two months afterward as a

consequence of pulmonary edema secondary to

Dr. Herrera is a Surgical Resident at the Wilmington Medical
Center, Wilmington, Delaware.

Dr. Glassman is Senior Attending of the Department of Surgery,
Wilmington Medical Center, Wilmington, Delaware.

congenital heart failure. Post mortem examina-

tion was not performed.

Discussion

Anorectal melanoma is a comparatively rare

tumor. Morson reported ten instances among

more than 4000 malignant tumors of the anorec-

tum seen at St. Mark’s Hospital. 1 Quan and

Deddish reported 30 cases among 6800 malignant

tumors seen at the Memorial Hospital of New
York.2 Approximately 200 cases are to be found

in the medical literature.

The symptoms usually relate to the size of the

tumors, particularly when they are polypoid.

Bleeding is common when the tumors ulcerate.

They may resemble thrombosed hemorrhoids or

rectal polyps. Of particular interest is that as

many as half may appear amelanotic and thus

be difficult to distinguish histologically from un-

differentiated epidermoid carcinoma.3 Clinically,

however, melanomas tend to invade the rectal

mucosa early, producing submucosal nodules, and

re-erupting into the rectal lumen as polyps. They

have preference for metastasizing to mesenteric

rather than inguinal lymph nodes.

Melanomas in the anorectum tend to metasta-

size early to the regional lymph nodes (inguinal,

obturator, iliac, and aortic). Their spread can

be enhanced by mechanical trauma, and repeated

infections. 4

Moore is credited with having first reported

this disease in 1857; he removed the tumor by

local excision. With the introduction of the ab-

dominoperineal resection by Miles in the early
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FIGURE 1 FIGURE 2

FIGURE 3 FIGURE 4

1900’s, three patients treated by that procedure

were reported. Since recurrence has been com-

mon after limited excision, the abdominoperineal

resection remains the treatment for control and

possible cure. 5 In the 30 patients studied by

Quan and Deddish the average survival time in

the group of 14 patients who received minor sur-

gery with or without adjuvant therapy was 17.7

months. 2 In the group treated by radical surgery,

survival averaged 31.3 months. All but three

patients in their series died as a direct result of

melanoma. One patient died because of a second

primary cancer 96 months after abdominoperineal

resection and x-ray therapy. Two patients were

living 39 and 86 months after treatment.

Bilateral groin dissection remains a contro-

versial issue, since it appears that in this disease

this operation has little effect on the prognosis.

The use of adjuvant chemotherapy, radiotherapy,

or immunotherapy has not been found beneficial. 6

The overall effect of various therapies to date

was best summarized by Pack when he said, “Its

curative value is unpredictable, and the likeli-

hood of failure is great.”5
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DIAGNOSIS AND TREATMENT OF

ANAEROBIC LUNG INFECTIONS

Haragopal Thadepalli, M.D.

David W. Webb, M.D.

Aspiration pneumonia, lung abscess, necrotiz-

ing pneumonia, and empyema are generally re-

garded to be caused by anaerobic bacteria. The

normal flora of the mouth include Peptococci,

Peptostreptococci, Fusobacteria, Actinomyces,

Veillonella, anaerobic treponemes, and vibrio-like

organisms. Human saliva may contain 10 to 104

aerobic and 102 to 105/ml of anaerobic bacteria. 1

A simple wet mount scraping from a gingival

crevice examined under dark field is sufficient to

convince one of the prevalence of spirochaetes

and other motile anaerobic bacteria in the mouth.

Bacteriologically, the anaerobic pathogens found

in lung infections are indistinguishable from the

normal anaerobic flora of the mouth, and hence

sputum examination is unreliable for the diag-

nosis of anaerobic lung infections. It should be

noted that, although a variety of anaerobes are

found in the mouth, Bacteroides fragilis is rarely

found in the sputum, even in the infected patients.

The human respiratory tract below the level of

the cricothyroid membrane is normally sterile.

Chest Roentgenogram

Roentgenographic appearances and clinical fea-

tures of anaerobic lung infections are similar to

those of aerobic lung infections. For example, a

Dr. Thadepalli is Chief, Division of Infectious Diseases, Martin
Luther King, Jr. General Hospital, and Associate Professor of
Medicine, Charles R. Drew Postgraduate School of Medicine and
University of Southern California School of Medicine, Los Angeles,
California.

Dr. Webb is Assistant Chief of Medicine, U.S. Public Health
Service Hospital, Boston, Massachusetts. At the time this paper
was written he was a Fellow in Infectious Diseases, Martin Luther
King, Jr. General Hospital, Los Angeles.

This paper is an adaptation of a speech given by Dr. Thadepalli
at the Wilmington Medical Center, Wilmington, Delaware.
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staphylococcal lung abscess cannot be distin-

guished by the chest roentgenographic appearance

from a lung abscess caused by anaerobes. Simi-

larly, pneumococcal pneumonia may resemble as-

piration pneumonia, and tuberculous empyema is

indistinguishable from an anaerobic empyema.

Smell

Contrary to general belief, anaerobic lung in-

fections do not always have bad odor. The in-

tolerable stench in cases of lung abscess results

from various volatile fatty acids produced by some

anaerobic bacteria, but this characteristic may be

absent with many anaerobic lung infections. All

species of Fusobacterium, an anaerobic gram-

negative bacillus, produce malodor because of

their characteristic production of butyric acid.

Of 25 species of Bacteroides described, only four

or five produce disagreeable odors; the rest pro-

duce acetic acid, lactic acid, and succinic acid,

which do not smell any worse than a well-sea-

soned Swiss cheese. On the other hand, five of

six species of Peptococci and two of four de-

scribed Peptostreptococci produce foul-smelling

volatile fatty acids. Foul-smelling Clostridia in-

fections of the lung are now rare during this anti-

biotic era. If one seeks for anaerobic lung infec-

tions by smell alone, more than fifty percent

may be missed. More invasive procedures are

required to establish the diagnosis.

Predisposing Causes

The diagnosis of anaerobic lung infections
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should first be suspected by clinical criteria. A
compatible history (recent dental extraction,

seizure disorder, coma due to “stroke,” alco-

holism or drug intoxication, or recent general

anaesthesia for a delivery or cesarean section,

persistent vomiting, recent surgery on the gastro-

intestinal tract, nasogastric suction, or feeding

through a gastric tube) associated with an ab-

normal chest roentgenogram should lead one to

suspect the possibility of anaerobic lung infection.

Nearly a third, however, have no such history

and need to be diagnosed by other means, which

will be described later. It is good practice rou-

tinely to culture for anaerobic bacteria even if

another infection, like tuberculosis or coccidio-

idomycosis, or a non-infectious disease, like bron-

chogenic carcinoma or Hodgkin’s disease, is sus-

pected; anaerobic infections often complicate

other unrelated disorders of the lung.

Sputum Examination

Sputum cultures are worthless for the diagnosis

of anaerobic lung infections. Whether sputum

culture is valuable in aerobic lung infections is de-

bated. 2 Heineman et al pointed out that over

60% of 1,200 “sputum” specimens submitted to

his laboratory consisted predominantly of saliva.3

Prior to culture for aerobic organisms like Diplo-

coccus pneumoniae, Klebsiella, and Haemophilus

influenzae, every sputum specimen should first

be microscopically examined for epithelial cells.

Murray and Washington have observed that a

sputum containing less than ten squamous epi-

thelial cells may closely resemble the culture of

transtracheal aspirate. 4 Geckler et al recommend
that sputum that contains more than 25 buccal

squamous cells should be rejected. 5 Bartlett and

Finegold claim that the “contaminants” can be

decreased by a thousand-fold by thorough wash-

ing of the expectorated sputum prior to culturing.

This procedure is highly time-consuming and can-

not be recommended for routine laboratory use. 6

Sputum cultures can be more misleading than of

diagnostic value, even in aerobic lung infections.2

Transtracheal Aspiration

In 1959 Pecora proposed a method for obtain-

ing reliable culture specimens in pulmonary in-

fections: direct aspiration of pulmonary secretions

below the larynx by percutaneous puncture

328

through the cricothyroid membrane. 7 For details,

the reader may refer to articles by Kalinske et al

and Bartlett et al.
8

’
9 Because the upper respira-

tory tract in man below the level of the cricothy-

roid membrane is usually free of bacteria, it is

assumed that the transtracheal aspiration (TTA)
reflects the pathogenic bacteria in lung infection.

This is not always true. Davidson et al who
compared the culture results of sputum, trans-

tracheal aspirates, and lung aspirates obtained

in 25 adult Navajo Indians admitted for pneu-

monia, observed that 27% of transtracheal as-

pirates were contaminated with oropharyngeal

bacteria. 10 According to Bartlett, the incidence of

false negative cultures was 1% among patients

sampled prior to antibiotic therapy; false positive

cultures were assumed to be around 21%. 11 Geck-

ler et al reported that there was 79% agreement

between the transtracheal aspirate and the spu-

tum when less than 25 buccal squamous epithelial

cells were present in the sputum.5 Transtracheal

aspiration was found to be very useful to deter-

mine the bacterial etiology, if any, in acute ex-

acerbation of infections associated with cystic

fibrosis. 12 Anaerobes do not seem to play a role

in the acute exacerbation of bronchial asthma;

Berman et al question if bacteria play any role at

all in the exacerbation of asthma. 13 Acute ex-

acerbation of chronic bronchitis, on the other

hand, is caused by aerobic infections. Of 87 pa-

tients examined by Schreiner et al, 76 trans-

tracheal aspirates yielded aerobic bacteria such

as H. influenzae and Streptococcus pneumoniae,

but none of them had anaerobic bacteria. 14

Transtracheal aspiration is also useful in the

diagnosis of tuberculosis when routine sputa

smears are negative for acid-fast bacilli. In our

hospital, nearly a third of the patients with tuber-

culosis had no demonstrable acid-fast bacilli in

the sputum, even when cultures of sputum were

positive for Mycobacterium tuberculosis. 15 In most

instances, such patients had additional baoterial

infection caused by either aerobic or anaerobic

bacteria. Anaerobic bacterial infection can mask

pulmonary tuberculosis. Occasionally, actinomy-

cotic infection of the pleura may be complicated

by tuberculosis. Tuberculosis cavities can be

colonized and infected by anaerobic bacteria and

present as a lung abscess. By roentgenographic
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criteria alone, anaerobic infection of the lung

can be mistaken for tuberculosis and vice versa .

In this context, it is important to remember that

certain antituberculosis agents, like rifampin, are

highly effective against anaerobic bacteria as well;

if one decides on a therapeutic trial in unproven

but “suspected” tuberculosis of the lung, one may

elect to use isoniazid or ethambutal, which lack

effect on anaerobic bacteria, rather than rif-

ampin. 16

Transthoracic Lung Aspiration

Direct needle aspiration of a pulmonary infil-

trate is an old technique. 17
It has been reported

to be a safe and reliable diagnostic method in cases

of pneumonia in children. 18 This method is not as

popular as transtracheal aspiration, however. It

seems reasonable to speculate that direct needle

aspiration of the lung, if the suspected lesion is

accessible, would be the most reliable diagnostic

technique. Davidson et al compared the diagnos-

tic reliability of direct needle aspiration of the

lung (LA) with transtracheal aspiration (TTA).

He reported that LA yielded a lower number of

contaminants and was better tolerated than

TTA. 10 Such a comparison is not available for

anaerobic lung infections. Lung aspirates may

be negative in cases of “missed aspirates.” Pneu-

mothorax is the major complication associated

with LA, reportedly around 20%; nearly one-

half of these may require chest tube aspiration.

Empyema is a rare complication. Severe hemop-

tysis can occur, especially if proper precautions

are not taken to avoid patients with bleeding

tendency.

Transthoracic needle lung biopsy should not be

confused with the more benign needle aspiration.

Biopsy is not recommended for the diagnosis of

anaerobic lung infections, but it is useful in cases

of pulmonary tuberculosis, mycotic infections of

the lung, and other infectious diseases that could

not be diagnosed by conventional culture methods.

The comparative value of LA and TTA in the

diagnosis of anaerobic lung infection remains to

be established. Whereas neither diagnostic pro-

cedure is absolutely safe, in adult pneumonias the

relative safety of LA as compared to TTA needs

evaluation.
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Gallium 67 Scans

Gallium scans are traditionally used to detect

malignancy and intra-abdominal septic foci. Ac-

cumulation of gallium is non-specific, occurring

in sarcoidosis, interstitial fibrosis, and active

(sputum positive for acid-fast bacilli) pulmonary

tuberculosis as well as lactating breast tissue. It

is important to remember that gallium accumula-

tion can occur in lung tissue with active aerobic

as well as anaerobic lung infections. Normally,

the intensity of gallium accumulation in the lung

is comparable to that of the soft tissue of the

shoulder, but in bacterial pneumonias the uptake

in the lung is increased. Gallium uptake in the

lung was found to be increased in aspiration

pneumonia, lung abscess, and empyema. 19 When
these were treated with an effective anti-anaerobic

antibiotic, the Ga67 uptake decrease corresponded

with the culture negativity, even though the pneu-

monic process persisted in the chest roentgeno-

gram.

Although Ga67 uptake increases in “active” pul-
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monary tuberculosis, when the sputum smears

are negative for acid-fast bacilli, normal uptake

of gallium can occur; in such cases transtracheal

aspirations may be positive for acid-fast bacilli.

Septic infarcts associated with acute bacterial en-

docarditis also demonstrate increased uptake of

Ga67
,
but in cases of aseptic infarcts and in pul-

monary infarction secondary7 to pulmonary em-

boli, Ga67 scan of the lung has been normal. 19

Gas-Liquid Chromatography

Most anaerobic bacteria characteristically pro-

duce short-chain volatile fatty acids, a feature

used for their identification in the laboratory.

These compounds are normally present and can

be extracted from the purulent material, and, in

fact, direct gas-liquid chromatography (GLC) of

the pus specimens has been used for rapid diag-

nosis of anaerobic infections of the pelvis, ab-

domen, and chest. 20 Anaerobic empyema can be

diagnosed by this method within 30 minutes after

the collection of the sample.

We obtained pleural fluid samples from 15

cases of anaerobic empyema, 27 aerobic empy-

emas, and nearly 40 uninfected pleural effusions

secondary to congestive cardiac failure, hypopro-

teinemia, and other conditions. All but one

anaerobic empyema was rapidly diagnosed by this

method. A variety of short-chain volatile fatty

acids, such as isobutyric, butyric, and isocaproic

acid were eluted. Pus from cases of non-anaero-

bic empyema produced acetic acid, but no fatty

acid. The single specimen that could not be

diagnosed by this method was from a patient who
was infected with certain anaerobic bacteria that

do not normally produce volatile fatty acids.

Succinic acid is frequently detected by metha-

nol extraction of pus specimens containing Bac-

teroides species: this feature can also be used in

suspect anaerobic infections associated with Bac-

teroides.20

Blood Cultures

Blood cultures for both aerobic and anaerobic

bacteria should be drawn routinely in all cases

of suspected lung infection. The yield of positive

blood cultures in anaerobic lung infections is low,

unlike that of anaerobic infections of the abdo-

men and pelvis. During the past five years, only

five out of 101 patients with anaerobic lung in-

fections had positive blood cultures. Positive

blood cultures for anaerobic bacteria should sug-

gest intra-abdominal or intrapelvic infection,

rather than pulmonary anaerobic infection.

Several sophisticated blood culture media that

claim to be ideal for isolating anaerobic bacteria

are now sold. In our practice none has been

proven to be superior to the conventional thiogly-

collate medium. Since anaerobes that cause sep-

ticemia are relatively aero-tolerant, no advantage

is expected from obtaining blood cultures in pre-

reduced media. Thioglycollate has an oxidation-

reduction potential (Eh) of —40 to —70mV,
which is satisfactory. Highly fastidious anaerobes

can rarely be recovered, even in pre-reduced and

anaerobically sterilized blood culture media (pop-

ularly known as PRAS media), which may have

an Eh of —70 to — 150mV. Conventional thio-

glycollate medium is therefore satisfactory for ob-

taining blood cultures in anaerobic lung infec-

tions.

Gram Stain

Gram stain, a highly important yet often ne-

glected procedure, is too frequently relegated to

the lowest person on the medical totem pole,

the student. Very important clues can be obtained

by this method, which may on many occasions

clinch the diagnosis of an anaerobic lung infec-

tion. Unlike aerobic infections, anaerobic infec-

tions are polymicrobial. In cases of pneumo-

coccal, staphylococcal, and Klebsiella pneumonia,

when one examines the Gram stain of a properly

done transtracheal or infected pleural aspirate,

one appreciates a singular morphotype, ie, gram-

positive cocci or gram-negative rods. On the

other hand, in anaerobic infections, one may find

multiple morphotypes; that is, both cocci and

bacilli or two varieties of cocci or bacilli may be

found. The Gram stain is a ten-minute, ten-cent

test that makes a lot of sense and may save days

in the acquisition of the proper diagnosis. It

frequently resolves sensational intellectual debate

over a disputed cause of pneumonia. Routine

Gram staining of clinically important specimens

is a habit that all physicians who care for the sick

should acquire. This does not mean that all

anaerobic infections can be diagnosed by the

Gram stain alone; other parameters such as the
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history, the physical signs, and the chest roent-

genographic appearance must still be taken into

consideration.

M. tuberculosis is gram-positive. When the

sputum is negative for acid-fast bacilli but gram-

positive bacilli are seen in the transtracheal aspi-

rate, one should immediately stain an aliquot of

the same specimen for acid-fast bacilli by Ziehl-

Neelsen or cold Kinyoun stains.

Bacteriology of Anaerobic Lung Infections

Anaerobic lung infections are frequently caused

by anaerobic gram-negative bacilli, either Bac-

teroides or Fusobacteria. Anaerobic gram-posi-

tive cocci, namely Peptostreptococci and Pepto-

cocci, are the next most frequent. In their ex-

cellent review on anaerobic infections of the lung

and pleural space, Bartlett and Finegold reported

that Fusobacterium nucleatum was the most fre-

quently isolated anaerobe in cases of lung abscess,

necrotizing pneumonia, pneumonitis, and empy-

ema. 21 In our laboratory, of 93 cases of anaero-

bic lung infections studied, only four had Fuso-

bacteria. On the other hand, Bacteroides (not

fragilis) was the most frequent isolate. Like Bart-

lett and Finegold, we found B. fragilis in only a

small number of patients; five percent of our pa-

tients had this organism. Patients with intra-ab-

dominal suppuration were not included in our

study; Bartlett and Finegold included these pa-

tients, which may explain their high yield of B.

fragilis from 19% of their anaerobic lung infec-

tions.

Peptostreptococci and Peptococci, either by

themselves or in association with Bacteroides or

Fusobacteria, can cause anaerobic lung infections.

The relevance of Eubacteria in this setting is com-

pletely unknown. It is conceivable that, although

not by itself a pathogen, it may be supplying

certain nutritional ingredients which promote the

growth of other anaerobic bacteria. Actinomyces

israellii and naeslundii are the two common spe-

cies found in actinomycotic lung infections. Ac-

tinomyces bovis has never been isolated in human

infections. 22 Actinomyces is rarely isolated alone;

it is usually found in association with other an-

aerobic or aerobic bacteria, and on occasion with

M. tuberculosis. If one does not specifically

search for Actinomyces, it may not be isolated
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and may be mistaken for an infection caused by

other bacteria. Actinomyces viscosus is a rare

cause of human disease, but it does occur. 23

The source of B. fragilis in anaerobic lung in-

fections without associated intra-abdominal sepsis

has not been determined. It is an infrequent flora

of the mouth, but it is frequently found in associa-

tion with dental infections and post-traumatic

mandibular osteomyelitis. B. fragilis has been

isolated with relative frequency from root ca-

nals. 24

Nearly 50% of the patients with anaerobic

lung infections also harbor aerobic bacteria.

Streptococci (not enterococci), Staphylococci,

and E. coli are the most frequent, although a

variety of other gram-negative organisms, such

as Enterobacter or Pseudomonas, may also be

found. If one does not culture for anaerobic

bacteria, such infection can be mistaken for

gram-negative pneumonia.

SUSCEPTIBILITY OF ANAEROBES TO ANTIBIOTICS

Penicillins

Penicillin, when administered in a dose of

twenty million units intravenously, may achieve

a maximum blood level of 25 mcg/ml and per-

haps no more than 32 mcg/ml in the purulent

material and lung tissue. Although these levels

are transitory and ill-sustained, at 25 mcg/ml

penicillin is effective against nearly 80% of Pep-

tostreptococci, Peptococci, and Bacteroides spe-

cies (excluding B. fragilis). Penicillin is also

highly effective against Fusobacteria, Eubacteria,

Actinomyces, and several Clostridia species. B.

fragilis is resistant to penicillin; only 65% of them

are inhibited by this antibiotic even at 32 mcg/ml.

In spite of the high susceptibility of respiratory

tract anaerobic isolates to penicillin, this antibiotic

may fail because of other reasons. First, B.

fragilis and other Bacteroides species organisms,

like melaninogenicus
,

oralis, clostridiformis, bi-

vius, and disiens, are known to produce beta-lac-

tamase, an enzyme that readily destroys penicillin.

Among the Clostridia, C. ramosum, the most fre-

quent of all Clostridia isolates in anaerobic infec-

tion, also produces this enzyme. In my experi-

ence, the majority of therapeutic failures with

penicillin occurred in patients who were infected
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with penicillin-susceptible anaerobic bacteria.

This aspect will be discussed later.

Ampicillin, methicillin, and other semisynthe-

tic penicillins are ineffective against anaerobic

bacteria in vitro.

Carbenicillin and ticarcillin are very effective

against anaerobic bacteria, including B. fragilis.
25

Mezlocillin, azlocillin, and piperacillin also seem

to have in vitro activity similar to carbenicillin

against anaerobic bacteria, but the clinical efficacy

of these antibiotics has not yet been determined.

Tetracyclines

Tetracycline in therapeutic doses may reach

a tissue concentration of 5 to 10 mcg/gram of the

lung tissue. At this level, nearly 40% of anaero-

bic bacteria are resistant to tetracycline. Further,

several species of Bacteroides and Clostridia have

developed resistance to tetracycline; it is not a

drug of choice for anaerobic lung infections.

On the other hand, doxycycline, a tetracycline

derivative, inhibits nearly 70% of the anaerobic

isolates; nearly 75% of B. fragilis isolates are

inhibited by this drug at 5 mcg/ml. 26 Therapeutic

doses of doxycycline may reach a lung tissue con-

centration of nearly 10 mcg/ml at which level

nearly 80% of the isolates are inhibited. It is

also effective against beta-lactamase producing

B. fragilis. Minocycline in vitro is as effective as

doxycycline against anaerobic bacteria, but its

clinical efficacy in anaerobic lung infections has

not been determined.

Cephalosporins

Cephalothin, cefazolin, cephradine, and cefac-

lor at 32 mcg/ml are ineffective against nearly

40 to 50% of the isolates of B. fragilis and other

anaerobes. These agents are susceptible to the

beta-lactamase activity of the anaerobes and there-

fore are not the drugs of choice for anaerobic

lung infections. Cefamandole in vitro is more

effective than the other compounds, but its ac-

tivity in the treatment of anaerobic lung infec-

tion has not yet been evaluated. The clinical

efficacy of cefuroxime in anaerobic lung infections

also awaits clinical trials.

Cefoxitin, a cephamycin derivative, is resistant

to the beta-lactamase activity. It is highly effec-
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tive in vitro against a variety of anaerobic bac-

teria, including B. fragilis 21 Clinical trials with

this antibiotic showed it to be safe, and it has

been found to be effective in the treatment of

anaerobic infections of the abdomen and pelvis.28

Lincomycin, Clindamycin, Erythromycin,

and Metronidazole

Lincomycin in vitro is effective against B.

fragilis,
2 '' but its use has been rapidly replaced by

clindamycin, one of the most potent anti-anaero-

bic antibiotics now available on the market. 30
It

has been widely tested and verified to be clinically

efficacious in the treatment of anaerobic lung in-

fections. In our hospital, it inhibited virtually

all of the 437 anaerobic isolates tested in a con-

centration of less than 2 mcg/ml. It accumulates

well in the lung tissue, and in therapeutic doses

one may achieve a level of 7 to 8 mcg/ml in the

serum.

The value of erythromycin, if any, in the treat-

ment of anaerobic infections is unknown. It has

satisfactory activity against anaerobic bacteria.30

Metronidazole, an anti-amoebic compound, is

the most effective and perhaps the only baoteri-

cidal compound now available which acts against

anaerobic bacteria. It is highly effective against

B. fragilis and Clostridia.30 It was found to be

an effective prophylactic and therapeutic agent

against a variety of anaerobic infections, includ-

ing lung infections. Metronidazole can be inac-

tivated by rapidly-multiplying anaerobic bacteria

in vitro. It was found teratogenic to animals:

this has impeded clinical trials in the United

States. It is one of the popular anti- anaerobic

drug alternatives to clindamycin in the United

Kingdom and many Latin American countries.

In the US, the usage of this drug is not yet ap-

proved for any bacterial infections.

Chloramphenicol

Chloramphenicol in vitro is very effective

against anaerobic bacteria. We have not en-

countered any chloramphenicol-resistant anaero-

bic bacteria, although others have reported iso-

lating B. fragilis resistant to chloramphenicol as

well as to clindamycin.31 Chloramphenicol may

be inactivated by the addition of penicillin, tetra-

cycline, or aminoglycosides, so it is best used by
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itself. In spite of in vitro efficacy of chloram-

phenicol, many therapeutic failures have been re-

ported. I have encountered several patients in-

fected with chloramphenicol-susceptible anaerobic

bacteria who, when treated with the drug, failed

to improve; the bacteria persisted at the site of

infection.32 Clinical trials to compare the efficacy

of this drug with other antibiotics are needed.

Aminoglycosides

Bacteroides fragilis is resistant to 1 ,000 mcg/ml

of gentamicin. Aminoglycosides by themselves

have no place in the treatment of anaerobic in-

fection since anaerobic bacteria are resistant to

aminoglycosides.

Isoniazid, Ethambutal, and Rifampin

Isoniazid and ethambutal have no activity

whatsoever against anaerobic bacteria. Rifam-

pin, on the other hand, is highly effective. At

6 mcg/ml, a concentration that can very easily

be achieved, it inhibited more than 80% of the

anaerobic isolates, including B. fragilis.
16

Its un-

availability for parenteral route limits its thera-

peutic utility and evaluation; its clinical efficacy

in anaerobic lung infections has not been de-

termined.

Clinical Trials

During the past four years 93 patients with

anaerobic lung infections were treated in our

hospital. Of these, 29 had aspiration pneumonia,

34 had lung abscess, 23 had empyema, and seven

had necrotizing pneumonia. Cough and fever

were the most prominent symptoms, present in

nearly 95% of the patients. In most instances,

the patients were ill for less than two weeks. Their

bacteriologic findings were as described earlier.

These 93 patients received 101 treatment courses:

penicillin, 12; carbenicillin, 17; ticarcillin, 11;

cefoxitin, 7; doxycycline, 30; and clindamycin, 24.

Those treated with carbenicillin defervesced

promptly within an average of 2.1 days. Those

who received ticarcillin, doxycycline, or clinda-

mycin became afebrile within an average of 3.2

to 3.8 days. Those on penicillin had fever for

4.5 days. For some unexplained reason, almost

all patients treated with cefoxitin had fever for

nearly 1 1.5 days. Most patients responded within
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14 to 21 days to therapy. Intravenous drug ther-

apy was discontinued within 12 to 20 days, the

longest duration being with cefoxitin.

Clinical responses were assessed by both clini-

cal and roentgenographic criteria. All antibio-

tics were used for at least five days before the

therapeutic response was assessed. Bacteriologic

cultures were repeated before a second therapeutic

regimen was used.

Quite surprisingly, only seven out of 12 patients

(58%) responded to penicillin administered in a

dose of 20 million units intravenously in four

divided doses. Four of the five patients who

failed to respond to penicillin had aspiration pneu-

monia; only one patient had empyema. Four of

these patients were found to be infected with a

variety of anaerobic bacteria which were suscep-

tible in vitro to penicillin. One patient cultured

Klebsiella and Proteus resistant to penicillin. In

spite of the addition of gentamicin to penicillin,

the clinical response was poor.

Seven out of 11 patients (64%) treated with

ticarcillin responded; all four patients who failed

were infected with anaerobic bacteria. Two pa-

tients had empyema, which was drained, and two

had lung abscess. The therapeutic response ob-

tained with ticarcillin was similar to that with

penicillin; the difference was not significant

(PC0.10).

Carbenicillin response appeared satisfactory; 15

out of 17 (88%) responded to therapy. Of two

patients that failed, neither had bacteria resistant

to carbenicillin. Empyema was the diagnosis in

both cases. Of all the three penicillins tested,

carbenicillin therapy was the most effective.

All seven patients treated with cefoxitin re-

sponded favorably, but the number of patients

treated was too small to draw any definitive con-

clusions.

Twenty-seven of 30 (90%) patients treated

with doxycycline responded to therapy. This dif-

ference as compared to the efficacy of penicillin

was significant (P< 0.025). None of the three

patients who failed had resistant bacteria. Two
patients had empyema, and one had aspiration

pneumonia.

Clindamycin was used frequently in conjunc-
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tion with gentamicin. In 24 patients, all but two

(92%) responded. Neither patient had resistant

bacteria; both had empyema, which was surgically

drained.

Prognosis

In our study necrotizing pneumonia yielded an

excellent therapeutic response. Of seven patients

treated, all were cured. Lung abscess also carried

excellent prognosis. Of 33 patients treated, 31

were cured on the first antibiotic regimen, and

the remaining two on the second. It was disap-

pointing that four of 26 patients with aspiration

pneumonia failed to respond; one patient died of

septic death. All four failures did so on penicillin

therapy.

Empyema, in spite of proper and completely

satisfactory drainage, carried a relatively poorer

response. Of 22 patients, 14 were cured on their

first antibiotic regimen, six on the second, and

one on the third. One patient died in spite of

what appeared to be proper and satisfactory

therapy.

The overall prognosis of anaerobic lung infec-

tions is excellent. Seventy-three out of our 88

patients (83%) responded to the first antibiotic

chosen. An additional 12 (13.6%) responded

on the second choice, and one (1.1%) on the

third. Only 2 (2.2%) patients died. Anaerobic

lung infections when treated with modern antibio-

tics carry excellent prognosis.

Penicillin Therapy

Penicillin in the past was proven effective in

various other empyemas caused by Pneumococci

and Staphylococci. 33 Weiss and Cherniack demon-

strated that oral penicillin was just as effective as

parenteral penicillin compound in anaerobic lung

abscess.34 Carbenicillin by itself was as effective

as the combined clindamycin and gentamicin

therapy in the treatment of anaerobic lung infec-

tions.35 Bartlett and Gorbach reported in a retro-

spective study that penicillin was just as effective

as clindamycin, even in cases of lung infections

caused by B. fragilis,
36 We have demonstrated

that doxycycline therapy was effective in the

treatment of anaerobic lung infections.37 As re-

ported in this paper, we could not substantiate

that penicillin therapy is comparable to other

more recent antibiotics. Comparative clinical

trials with penicillin are, therefore, warranted in

the treatment of anaerobic infections of the lung.

When penicillin fails, clindamycin, carbenicillin,

or doxycycline therapy should be used.

Anaerobic lung infection, if not recognized in

time, still causes high mortality. Seidner and his

colleagues recently (1975) reported a 55% mor-

tality among the 42 cases of lung abscess they

studied. 38 In our study of 93 patients, the mor-

tality was only 2%. Furthermore, out of 34 pa-

tients with lung abscess treated by us, there were

no deaths. Proper culture techniques, prompt

institution of antibiotic therapy in proper doses,

and usage of more effective anti-anaerobic anti-

biotics are the key to our success in the treat-

ment of anaerobic lung infections.
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SARCOIDOSIS WITH THROMBOCYTOPENIA

Lawrence H. Brent, M.D.

Introduction

It is well known that various hematologic ab-

normalities are often associated with sarcoido-

sis.
1 -
2 Mild depression of bone marrow function

is common and is probably due to the effect of

chronic disease.3 More severe hematologic ab-

normalities are most likely manifestations of the

immunologic abnormalities of sarcoidosis. 4 7

Thrombocytopenia occasionally occurs with

sarcoidosis (with an incidence of 1.9%).2 It

usually is mild, asymptomatic, and associated with

mild anemia and/or leukopenia. 4 Rarely is throm-

bocytopenia an isolated hematologic abnormality

severe enough to cause symptoms of bleeding. 4

This case report illustrates such an occurrence.

Case Report

A 28-year-old black male in previously excel-

lent health presented with the chief complaints

consisting of a non-productive cough of four

months’ duration, epistaxis, a rash on his arms

and shoulders of one week’s duration, and gross

hematuria on the day prior toadmission.* * He
also complained of fever, chills, night sweats,

upper extremity arthralgias, fatigue, and a 25-

pound weight loss in the past four months. He
had no history of tuberculosis or known exposure

to tuberculosis, although he had an aunt who bad

had tuberculosis. The patient had never had any

bleeding problems, nor was there a family history

Dr. Brent is a recent graduate of Jefferson Medical College.
This paper was prepared while Dr. Brent was serving a third-year
clinical clerkship in medicine at the Wilmington Medical Center,
Wilmington, Delaware.

*The patient was admitted to the private service of Dr. James
Hofford.
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of any bleeding disorders. He denied the use of

alcoholic beverages or any medications.

Physical examination revealed a thin, alert,

black male in no distress. There was a petechial

rash on both upper arms, across the shoulders,

and at the base of the neck anteriorly. There were

also petechiae on the palate. No ecchymoses

were present. Epitrochlear lymph nodes were

palpable bilaterally, but no other lymphadeno-

pathy was found. His lungs were clear to per-

cussion and auscultation. Neither his liver nor

his spleen was palpable. There were no abnor-

malities of his lower extremities. Neurologic ex-

amination was normal.

A chest x-ray revealed bilateral hilar and right

paratracheal adenopathy with patchy infiltrate,

predominately in the upper lobes of both lungs.

Hemoglobin was 12.7 gm/dl; hematocrit was

37.0%. Total white blood cell count was 5,300

per mm3 with a normal differential. Platelet count

was markedly low, being less than 1,000 per mm3
.

Examination of bone marrow aspirate revealed a

mild increase in young megakaryocytes; the other

cell lines were unremarkable. No abnormal cellu-

lar infiltration was seen.

Serum protein was 8.3 gm/dl; albumin/globu-

lin ratio was 3. 3/5.0. There was an increase in

the beta and gamma globulins. The LDH was

402 IU/liter and SGOT, 53 IU/liter. Alkaline

phosphatase was 500 IU/liter. Total bilirubin

was 1.3 mg/dl. Latex agglutination tests for

cryptococcosis and coccidioidomycosis were neg-

ative. Immunodiffusion tests for blastomycosis
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and coccidioidomycosis were also negative. In-

direct Coombs’ test of the patient’s serum was

negative. A direct Coombs’ was not performed.

Sputum examination revealed no acid fast bacilli,

and a culture was negative for bacterial growth.

PPD was negative.

The patient was thought to have either sar-

coidosis or lymphoma with thrombocytopenia.

Prednisone, 60 mg/day, was begun. Within seven

days the platelet count rose to 404,000. After

another five days, a mediastinal lymph node bi-

opsy was performed, which revealed non-caseat-

ing, epithelioid granulomas with giant cells, con-

sistent with sarcoidosis. The patient was dis-

charged on prednisone therapy. Follow-up chest

x-ray one month after discharge revealed 70%
resolution of the pulmonary infiltrate and adeno-

pathy.

Discussion

The mechanism by which sarcoidosis produces

severe, isolated thrombocytopenia is not known.

Dickerman et al found 19 reported cases of

thrombocytopenia associated with sarcoidosis.4

Formerly, the mechanism for thrombocytopenia

with sarcoidosis was thought to be increased

phagocytic activity of the reticulo-endothelial cells

of the spleen, or a splenic humoral factor that

depresses bone marrow, causing arrest of the

maturation of megakaryocytes. 4
-
5

-
810

It was thought that sarcoidosis or any other

disease process which involved the spleen could

alter splenic function so as to result in depression

of peripheral blood elements by either of the

above mechanisms. 5
It has also been noted that

splenectomy 1
-
3

-
8

-
11

- 12 and corticosteroids4
-
5 -
810 are

effeotive in treating the thrombocytopenia asso-

ciated with sarcoidosis.

Although splenic involvement is common in

sarcoidosis and occurs in approximately 50% of

patients,5
it does not seem to be related to throm-

bocytopenia. Splenomegaly occurs in only about

18%.2

Splenomegaly due to sarcoidosis may occur

without any significant hematologic abnormali-

ties,
8 or it may cause anemia, leukopenia, and

modest thrombocytopenia or pancytopenia; but

severe, isolated thrombocytopenia is rarely asso-
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Sarcoidosis with Thrombocytopenia—Brent

dated. 4
’ 13 Conversely, severe, isolated thrombo-

cytopenia can occur in the absence of spleno-

megaly as it did in our patient10
’
12

-
14

; and there-

fore it seems unlikely that splenomegaly with

sequestration of thrombocytes is the sole under-

lying mechanism causing thrombocytopenia in

patients with sarcoidosis.

More recently, the immunologic abnormalities

of sarcoidosis have become apparent. These in-

clude depressed T-cell function and hyperactive

B-cell function. 15 The fact that sarcoidosis often

responds to corticosteroids indicates that there

may be some immunologic basis to the disease.

Coombs’ positive hemolytic anemia has been

known to occur with sarcoidosis 1
’
2

-
0

’
16

’
17 and is

often treated with corticosteroids, splenectomy,

or both if necessary. 6 Unfortunately for those

few patients who had sarcoidosis associated with

hemolytic anemia, splenectomy was effective in

only three of 1 1 patients; recurrence of the hemo-

lytic anemia after splenectomy has been observed

as long as one year postoperatively. 17 These

facts suggest that splenic involvement by granu-

lomatous disease is not of primary importance

as the basis for the hemolytic anemia. It seems

instead to be related to the immunologic abnor-

malities inherent in sarcoidosis, possibly autoim-

mune phenomen. 6 ’
17

It is also likely that other

components of the reticuloendothelial system be-

sides the spleen play an active role in the hemo-

lytic anemia of sarcoidosis. 17

It is probable that severe, isolated thrombocyto-

penia seen with sarcoidosis is due to the same im-

munologic abnormalities which are responsible

for the hemolytic anemia associated with sarcoi-

dosis. The bone marrow usually appears the

same in all the patients with thrombocytopenia,

showing an increase in young megakaryocytes.

Some authors have also noted an absence of

platelet budding. In one case report, an indirect

antiglobulin-consumption test for platelet anti-

bodies was positive. 5 When splenectomy has

been performed as treatment, sarcoid granulomas

have frequently been found in the spleen. Clini-

cal improvement was noted by cessation of bleed-

ing and increase in platelet counts.3 ’8 - 11 ’
12

’
18 More

recently, corticosteroids have been used in treat-

ing the thrombocytopenia associated with sarcoi-

dosis with beneficial effect.
4

’5 -
7

Severe, isolated thrombocytopenia associated

with sarcoidosis, like hemolytic anemia, is most

likely caused by an autoimmune reaction directed

against the peripheral blood element in question,

in this instance, the thrombocyte. 45 Patients with

sarcoidosis may be predisposed to thrombocyto-

penia because of the inherent immunologic ab-

normalities of the disease, which in turn cause

increased phagocytosis of the thrombocytes by

the spleen. 4
-5 ’ 7 As the spleen commonly shows

granulomatous changes in patients with sarcoi-

dosis who do not have thrombocytopenia, there

must be other factors responsible for the decline

in platelets. 4 Corticosteroid therapy is apparently

beneficial in permanently reversing the throm-

bocytopenia. 4
*
5

’
7

Summary

A patient with sarcoidosis who presented with

severe thrombocytopenia without splenomegaly

or other hematologic abnormalities has been re-

viewed. The possible mechanisms for thrombo-

cytopenia in sarcoidosis have been discussed. The

most likely mechanism seems to be an autoim-

mune reaction directed against the thrombocyte.

It is usually amenable to corticosteroid treatment.
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The"Make]
Examininga FewMyths
About Prescribing.

Increasing pressure is

being put on the practicing

physician to prescribe drugs
generically. You are told that

brand-name products are

universally “expensive” and generic versions are re-

latively “cheap To make this case
,
the most extreme

(rather than typical) price differentials are cited. Thus,
consumers are led to believe that such differentials

are commonplace. Even your knowledge and your
motives as a physician are questioned.

Understandably, these views have created myths.

We think it’s time to examine them in the light of all

the facts and ramifications

.

MYTH: There are no dif-

ferences in quality and per-

formance between brand-

name products and their

generic counteracts. The

corollary is that there are

no differences amongprod-
ucts made by high-technol-

ogy, quality-conscious,

research-based companies

and those made by

commodity-tipe suppliers.

FACT: The Food and
Drug Administration

does a goodjob in

monitoring a generally

excellent drug supply.

Still, it has nowhere near

the resources to guaran-

tee the quality and
bioavailabilitv of all

marketed products at

any given time.Just a few
months ago, for example,

it noted that batches of

tetracycline HC1 capsules

which met official mono-
graph requirements were

not bioequivalent to £

reference product. As

know7

,
there is substa

literature on this subj

affecting many drugs

eluding such antibiol

as tetracycline and er

thromycin. The recor

drug recalls and corn

actions affirms stroni

that there are differei

among pharmaceuti<

companies and their

products. Research-

intensive companies
have far better record

than those that do no

search and may prac

minimum quality ass

ance.

MYTH: Industryfavor,

only “expensive” branc

names and denigrates

generics.

FACT: PMA compani
make 90 to 95 percei

:

the drug supply, incl

ing, therefore, most <

generics. Drug nomi

clature is not the im]

tant point; it’s the co )

tence ofthe manufa<

turer and the integri

«

the product that cou



‘Mattel's.
MYTH: Generic options al-

most always exist.

FACT: About 55 percent

ofprescription drug ex-

penditure is for single-

source drugs. This

means, ofcourse, that for

only 45 percent ofsuch

expenditure, is a generic

prescribing option avail-

able.

i

MYTH: Generic
1 prescriptions arefilled with

inexpensive generics, thus
1 saving consumers large

sums ofmoney.

FACT: Market data show
that you invariably

prescribe—and pharma-
i cists dispense—both

brand and generically

labeled products from
known and trusted

sources, in the best inter-

est ofpatients. In most
cases the patient receives

a proven brand product.

Savings from voluntary

or mandated generic

prescribing are grossly

^

exaggerated.

MYTH: Drugs accountfor a

major portion ofthe rise in

health care costs.

FACT: Drugs represent a

very small part ofsuch

costs. The amount ofthe

health care dollar spent

for prescription drugs

w as about 12 cents in

1967; today it is about

8 cents. And you as a

physician are most
conscious ofhow drug
therapy can cut hos-

pitalization, avert

surgery, reduce office

visits and keep patients

on thejob.

ATYTH: Government intru-

sions into the marketplace

will save tax money.

FACT: Government
schemes alw ays cost the

taxpayer something, and
the costs often exceed the

benefits. Certainly, any
federal “help,” such as

lists ofwholesale drug
prices sent to all physi-

cians and pharmacists,

will be no exception.Just

think ofthe expense of

keeping them current!

Moreover, wholesale

prices are poor guides to

actual transaction prices

and even worse guides to

retail prices.

The PMA Position

We believe vour freedom to

prescribe, either by generic

or brand name, should be

totally unabridged. Other-

wise
,
your prescribing pre-

rogatives and your relation-

ships with patients will be

seriously impaired.

The maker does
matter

After the myths about price

and equivalency have been

shattered , one fact stands

out more clearly than ever:

The maker does matter. As

always, your best guide to

drug therapy for your pa-

tients is to select

products—both brands and
generics—from manufac-

turers with credentials and
performance records vou

have come to respect.

BWk
Pharmaceutical Manufacturers Association

1155 Fifteenth Street, N.W.

Washington, D.C. 20005



GONORRHEA— CDC Recommended
Treatment Schedules, 1978

Note: Physicians are cautioned to use no less

than the recommended dosages of anti-

biotics.

UNCOMPLICATED GONOCOCCAL INFECTIONS
IN MEN AND WOMEN

Drug Regimens of Choice

Aqueous procaine penicillin G (APPG) 4.8

million units injected intramuscularly at two

sites, with 1 .0 g of probenecid by mouth,

or

Tetracycline hydrochloride* 0.5 g by mouth
four times a day for five days (total dosage

10.0 g). Other tetracyclines are not more ef-

fective than tetracycline hydrochloride. All

tetracyclines are ineffective as a single-dose

therapy.

or

Ampicillin 3.5 g, or amoxicillin 3.0 g, either

with 1 g probenecid by mouth. Evidence

shows that these regimens are slightly less ef-

fective than the other recommended regimens.

Patients who are allergic to the penicillins or

probenecid should be treated with oral tetracy-

cline as above. Patients who cannot tolerate

tetracycline may be treated with spectinomycin

hydrochloride 2.0 g in one intramuscular

injection.

Special Considerations

—Single-dose treatment is preferred in patients

who are unlikely to complete the multiple-

dose tetracycline regimen.

—The APPG regimen is preferred in men with

anorectal infection.

—Pharyngeal infection is difficult to treat; high

*Food and some dairy products interfere with absorption. Oral
forms of tetracycline should be given one hour before or two
hours after meals.

failure rates have been reported with ampi-

cillin and spectinomycin.

—Tetracycline treatment results in fewer cases

of postgonococcal urethritis in men.

—Tetracycline may eliminate coexisting chla-

mydial infections in men and women.

—Patients with incubating syphilis (seronega-

tive, without clinical signs of syphilis) are

likely to be cured by all the above regimens

except spectinomycin. All patients should

have a serologic test for syphilis at the time

of diagnosis.

—Patients with gonorrhea who also have syphi-

lis or are established contacts to syphilis

should be given additional treatment ap-

propriate to the stage of syphilis.

Treatment of Sexual Partners

Men and women exposed to gonorrhea should

be examined, cultured, and treated at once

with one of the regimens above.

Follow-up

Follow-up cultures should be obtained from

the infected site(s) three to seven days after

completion of treatment. Cultures should be

obtained from the anal canal of all women who

have been treated for gonorrhea.

Treatment Failures

The patient who fails therapy with penicillin,

ampicillin, amoxicillin, or tetracycline should

be treated with 2.0 g of spectinomycin intra-

muscularly.

Most recurrent infections after treatment with

the recommended schedules are due to reinfec-

tion and indicate a need for improved contact

tracing and patient education. Since infection

by penicillinase (^-lactamase) -producing Neis-

seria gonorrhoeae is a cause of treatment fail-

ure, post-treatment isolates should be tested

for penicillinase production.
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Not Recommended

Although long-acting forms of penicillin (such

as benzathine penicillin G) are effective in

syphilotherapy, they have no place in the treat-

ment of gonorrhea. Oral penicillin prepara-

tions such as penicillin V are not recommended

for the treatment of gonococcal infection.

PENICILLINASE-PRODUCING NEISSERIA

GONORRHOEAE (PPNG)

Patients with uncomplicated PPNG infections

and their sexual contacts should receive spec-

tinomycin 2.0 g intramuscularly in a single

injection. Because gonococci are very rarely

resistant to spectinomycin and reinfection is

the most common cause of treatment failure,

patients with positive cultures after spectinomy-

cin therapy should be re-treated with the same

dose.

A PPNG isolate that is resistant to spectinomy-

cin may be treated with cefoxitin 2.0 g in a

single intramuscular injection, with probenecid

1.0 g by mouth.

TREATMENT IN PREGNANCY

All pregnant women should have endocervical

cultures for gonococci as an integral part of

the prenatal care at the time of the first visit.

A second culture late in the third trimester

should be obtained from women at high risk

for gonococcal infection.

Drug regimens of choice are APPG, ampicillin,

or amoxicillin, each with probenecid as de-

scribed above.

Women who are allergic to penicillin or pro-

benecid should be treated with spectinomycin.

Refer to the sections on acute salpingitis and

disseminated gonococcal infections for the treat-

ment of these conditions during pregnancy.

Tetracycline should not be used in pregnant

women because of potential toxic effects for

mother and fetus.

ACUTE SALPINGITIS

(PELVIC INFLAMMATORY DISEASE)

There are no reliable clinical criteria on which

to distinguish gonococcal from nongonococcal

salpingitis. Endocervical cultures for N. gonor-

rhoeae are essential. Therapy should be initi-

ated immediately.

I

FACING I

BRANDYWINE !j

PARK ji

• 1706 WAWASET STREET
j|

One story Professional Building, 4,200 sq. ft. 1;

FOR SALE OR LEASE ;>

• 1700 WAWASET STREET
jj

1 ,500 sq. ft. Suite for Lease !>

$8.00 Per Square Foot— All Services 1;

( includes lead-lined room )

P. GERALD WHITE, INC. i|

REAL ESTATE I;

(302) 655-9621
jj

Hospitalization should be strongly considered

in these situations:

1. Uncertain diagnosis, in which surgical

emergencies such as appendicitis and

ectopic pregnancy must be excluded

2. Suspicion of pelvic abscess

3. Severely ill patients

4. Pregnancy

5. Inability of the patient to follow or tol-

erate an outpatient regimen

6. Failure to respond to outpatient therapy.

Antimicrobial Agents

Outpatients

Tetracycline* 0.5 g taken orally four times

a day for ten days. This regimen should

not be used for pregnant patients.

or

APPG 4.8 million units intramuscularly; or,

ampicillin 3.5 g, or amoxicillin 3.0 g each

with probenecid 1.0 g. Either the 1 m or

*Food and some dairy products interfere with absorption. Oral
forms of tetracycline should be given one hour before or two
hours after meals.
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the po regimen is followed by ampicillin 0.5

g or amoxicillin 0.5 g orally four times a

day for ten days.

Hospitalized Patients

Aqueous crystalline penicillin G 20 million

units given intravenously each day until im-

provement occurs, followed by ampicillin 0.5

g orally four times a day to complete ten

days of therapy.

or

Tetracycline* 0.25 g given intravenously four

times a day until improvement occurs, fol-

lowed by 0.5 g orally four times a day to

complete ten days of therapy. This regimen

should not be used for pregnant women.
The dosage may have to be adjusted if renal

function is depressed.

Since optimal therapy for hospitalized pa-

tients has not been established, other anti-

biotics in addition to penicillin are frequently

used.

Special Considerations

—Failure of the patient to improve on the

recommended regimens does not indicate the

need for stepwise additional antibiotics but

requires clinical reassessment.

—The intrauterine device is a risk factor for

the development of pelvic inflammatory dis-

ease. The effect of removing an intrauterine

device on the response of acute salpingitis to

antimicrobial therapy and on the risk of re-

current salpingitis is unknown.

—Adequate treatment of women with acute

salpingitis must include examination and ap-

propriate treatment of their sex partners be-

cause of their high prevalence of nonsymp-

tomatic urethral infection. Failure to treat

sex partners is a major cause of recurrent

gonococcal salpingitis.

—Follow-up of patients with acute salpingitis

is essential during and after treatment. All

patients should be recultured for N. gonor-

rhoeae after treatment.

A pamphlet containing the complete CDC Recom-
mended Gonorrhea Treatment Schedules is available

from the Center for Disease Control, Attention

Joyce Ayers, Technical Information Services, Bureau

*Food and some 'dairy products interfere with absorption. Oral
forms of tetracycline should be given one hour before or two
hours after meals.
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of State Services, Atlanta, Georgia 30330, or the

Delaware Division of Public Health, Jesse Cooper
Building, Dover, Delaware 19901. Telephone (302)
678-4745.

US &

1979 NATIONAL JOINT
MEETINGS

1979 National Joint Meetings at Washington,

D.C., of the Association of American Physicians

(Ninety-Second Annual)
,
The American Society for

Clinical Investigation (Seventy-First Annual), and

The American Federation for Clinical Research

(Thirty-Sixth Annual)

.

The meetings, which were held in Atlantic City

for so many years, must now be in other places

to make room for the clients of Resorts Inter-

national. The break in tradition made a suitable

occasion to introduce improvements in the meet-

ing format; there are now two full days of plenary

sessions, conveniently held on Saturday and Sun-

day. Since the plenary sessions represent a culling

of the very best papers from all three societies, it

is possible to get an overview of the most im-

portant research activities in the whole field of

medicine. Those who wish to hear about one

subspecialty in great detail can stay over until

Monday, and those who want to get back to their

practices can do so Sunday night.

The meetings were poorly attended by former

standards, however. Instead of standing room

only, the seats were 40% empty (plus or minus

a standard deviation or so), and there were no

more than a dozen or two representatives from

the Delaware Valley. The change in location

and format may have caused attrition, but there

may be deeper problems. All three presidential

addresses remarked on the decline in popularity

of academic careers among medical students, the

rise of unfilled vacancies in medical school facul-

ties, and the progressive replacement of M.D.’s

by Ph.D.’s in basic research. The NIH was ex-

horted to change its policies, the American Board

of Internal Medicine was criticized for its require-

ments, and the affluent society viewed with dis-

may. A new disease was described: The Resi-

dent-Fellow Porsche Syndrome.

However sick academic medicine may be, its

production of research papers still remains greater
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than the ability of most audiences to absorb it.

The following seemed the most important high-

lights.

The Etiology of Diabetes

In one study, it was found that 80% of newly

discovered insulin-requiring diabetics carry one

of two anti-islet cell antibodies in their serum. 1

Another study clearly showed that an adult-onset

diabetic was producing an abnormal insulin

molecule with leucine substituted for phenylaline.

It is not known how prevalent such a condition

might be in the general diabetic population, or

why the diabetes did not appear until middle

life.
2

Angiotensin, Prostaglandins, and Immunity3 ’
4

It would appear that angiotensin II is bound

to receptor sites on the surface of renomedullary

interstitial cells, where it stimulates the synthesis

of prostaglandin E 2.
5 The process is reversed by

indomethacin. Prostaglandin E2
,
in turn, activates

cyclic AMP in suppressor lymphocytes, causing

a parallel increase in mitogenicity. 6 Other papers

demonstrated that allergic desensitization injec-

tions seem to help the patient with allergy by

means of generating suppressor T-lymphocytes.

Just to make things a little more complicated,

lithium therapy appears to exert a strong action

in inhibiting adenyl cyclase. 7 Since cyclic AMP
paradoxically inhibits most actions of polymor-

phonuclear white cells, excess AMP has been

shown to produce lack of resistance to infections,

and lithium therapy has restored the patient to

normal.

What all of this seems to mean is that the

subspecialists of internal medicine are forced to

become biochemical generalists. Think again

if you thought that you didn’t need to know about

angiotensin, prostaglandins, cyclic AMP, sup-

pressor T cells, and cell membrane receptor sites.

Is this why academic medicine is unpopular with

medical students?

The Etiology of Glomerulonephritis

On a more cheerful note, there is reason to

believe that the etiology of at least some cases of

glomerulonephritis may lie in a defective reticulo-

endothelial system. 8 By failing to remove im-

mune complexes from the circulation, the pa-
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tients seem to fill up their renal capillaries with

immune debris.

Thrombogenic Cholesterol Embolc

Loose cholesterol crystals in the circulation

activate serum complement, which in turn gen-

erates leukocyte emboli, which serve as a nidus

for thrombosis. 1
' In this way, the fragmentation

of atheromatous plaques can be seen as the be-

ginning of a process of necrosis of tissues which

are anatomically downstream. Anyone who has

seen distal gangrene after the insertion of an ar-

terial catheter is readily convinced of the probable

validity of this mechanism; it does not stretch the

imagination to invoke the mechanism in explain-

ing the suddenness of stroke and myocardial in-

farction.

New Test for Cystic Fibrosis

Cystic fibrosis patients and their relatives have

a circulating IGm molecule which produces many
symptoms seen in the disease and serves as the

basis for a mouse red-cell agglutination test of
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high discriminatory value. 10 No doubt, the puri-

fication of this substance will lead to a simple

radioimmunoassay which will be of value in ge-

netic counseling.

Defective Genes Looking for Diseases11

In some ways, the most important portent of

the future direction of clinical research was a

paper describing hemoglobin H thalassemia. 12

Found only in Orientals, the disease seems to be

caused by loss of three alpha genes; loss of four

alpha genes is incompatible with life and leads

to hydrops fetalis. Loss of two alpha genes is

mainly seen in black patients, without much

clinical effect; loss of one gene is seen in 25%
of the black population. While it seems for the

present that these genetic abnormalities do not

have great clinical significance, there can be no

doubt that we are entering the era of total genetic

characterization. Individuals will surely be shown

to have myriads of mutations, and myriads of

subtle clinical manifestations will be described.

Controllable human breeding seems utterly in-

evitable as a result of expansion of this technique.

Our technology is clearly about to outrun our

sociology.

Interferon, New Test for SLE

We had scarcely learned that titers of anti-

bodies to double-stranded DNA were the most

definitive test for systemic lupus erythematosus,

when levels of C3 complement seemed as good

or better. 13 Now, it appears that levels of serum

interferon closely parallel the degree of clinical

activity of the disease, as the other tests do not.

Messenger RNA in the Pituitary

The precursor to ACTH, MSH, endorphin

(natural pituitary morphine, remember?), and

several other peptide chains is a single giant

mRNA molecule. 14

Adrenocortical-pituitary feedback is facilitated

by the inhibition of production of pituitary mRNA
by corticosteroids. The same mRNA is found in

the amygdala of the brain, serving unexplained

purposes.

Acromegaly May Not Be a Primary Disease

Ten years after the removal of a growth-hor-

mone-producing pituitary adenoma, a growth-

hormone-stimulating bronchial carcinoid was dis-
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covered. The persistently elevated serum GH
levels fell after removal of the carcinoid. A
similar experience with an islet-cell tumor raises

a question whether we have correctly character-

ized multiple endocrine adenomatosis or even

acromegaly itself.
15

The Prader-Willi Syndrome

The syndrome of mentally defective, hypo-

gonadal boys with gross obesity seems increas-

ingly to be a valid syndrome. 16 Such children

have an extraordinary elevated level of lipopro-

tein lipase, and a failure to increase basal insulin

levels to match the obesity. There may be a

translocational trisomy of part of chromosome 15.

Felty’s Syndrome, Idiopathic Neutropenia,

and WBC Autoimmunity

Employing the technique that is called the

Coombs’ test when applied to red cells, this in-

vestigation described autoimmunity to white cells

in patients with Felty’s syndrome and idiopathic

neutropenia, but not in rheumatoid arthritis or

SLE. 17

George Ross Fisher, M.D.

RESEARCH PAPERS

1. ISLET CELL CYTOPLASMIC AND CELL
SURFACE ANTIBODIES IN DIABETES MEL-
LITUS
Z. R. Freedman, C. M. Feek, W. J. Irvine, A.

Lernmark, A. Rubenstein, D. Steiner, and A.

Huen—Chicago, Illinois, and Edinburgh, Scot-

land

2. CHARACTERIZATION OF AN ABNORMAL
INSULIN FROM A PATIENT WITH DIA-

BETES
H. Tager, B. Given, M. Mako, J. Markese, A.

Rubenstein, J. Olefsky, M. Kobayashi, and R.

Poucher—Chicago, Illinois; Denver, Colorado;

and Orange, California

3. EFFECTS OF POTASSIUM, OSMOLALITY,
DEXAMETHASONE, AND INHIBITION OF
PROTEIN SYNTHESIS ON PROSTAGLAN-
DIN E 2 SYNTHESIS BY RABBIT RENO-
MEDULLARY INTERSTITIAL CELLS IN

TISSUE CULTURE
R. M. Zusman and H. R. Reiser—Boston, Mas-

sachusetts, and Bethesda, Maryland

4. RECEPTORS FOR PROSTAGLANDIN E ON
HUMAN PERIPHERAL BLOOD MONONU-
CLEAR CELLS
S. Bromberg, f. S. Goodwin, G. T. Peake, and

R. P. Messner—Albuquerque, New Mexico
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5. CHARACTERIZATION OF AN ANGIOTEN-
SIN BINDING SITE IN CULTURED RABBIT
RENOMEDULLARY INTERSTITIAL CELLS:
CORRELATION OF BINDING WITH PROS-
TAGLANDIN BIOSYNTHESIS
C. A. Brown, R. M. Zusman, and E. Haber

—

Boston, Massachusetts

6. GENERATION OF ANTIGEN-SPECIFIC
SUPPRESSOR CELLS DURING ALLERGY
INJECTION THERAPY
R. E. Rocklin, D. K. Greineder, and A. L. Shef-

fer—Boston, Massachusetts, and Palo Alto, Cali-

fornia

7. REVERSAL OF AN ABNORMALITY OF
POLYMORPHONUCLEAR LEUKOCYTE
CHEMOTAXIS WITH LITHIUM
H. D. Perez, H. Kaplan, L. Shenkman, W. Bor-

kowsky, and I. M. Goldstein—New York, New
York

8. MIXED CRYOGLOBULINEMIA: ASSOCIA-
TION OF GLOMERULONEPHRITIS WITH
DEFECTIVE RETICULOENDOTHELIAL
SYSTEM Fc RECEPTOR FUNCTION
M. I. Hamburger, P. D. Gorevic, T. J. Lawley,

E. C. Franklin, and M. M. Frank—Bethesda,

Maryland, and New York, New York

9. ATHEROMA CHOLESTEROL ACTIVATES
COMPLEMENT AND AGGREGATES POLY-
MORPHONUCLEAR NEUTROPHIL LEUKO-
CYTES: POSSIBLE ROLE IN MYOCARDIAL
INFARCT EXTENSION AND IN CHOLES-
TEROL EMBOLIZATION SYNDROME
C. S. Greenberg, D. E. Hammerschmidt, P. R.

Cradock, O. Yamada, and H. S. Jacob—Min-

neapolis, Minnesota

10. DETECTION OF A LECTIN IN THE BLOOD
OF CYSTIC FIBROSIS HOMOZYGOTES
AND HETEROZYGOTES
J. Lieberman, N. Costea, V. Jakulis, and W.
Kaneshiro (intr. by S. Korenman)—Sepulveda,

California

11. THE ENZYMATIC DEFECT IN VARIEGATE
PORPHYRIA

D. A. Brenner, and J. R. Bloomer—New Haven,
Connecticut

12. ALPHA GLOBIN GENE ORGANIZATION
IN BLACKS PRECLUDES THE SEVERE
FORM OF ALPHA THALASSEMIA
A. M. Dozy, Y. W. Kan, H. M. Koenig, and S.

H. Embury—San Francisco and San Diego, Cali-

fornia

13. IMMUNE INTERFERON IN THE CIRCULA-
TION OF PATIENTS WITH AUTOIMMUNE
DISEASE
J. J. Hooks, H. M. Moutsopoulos, S. A. Geis,

N. Stahl, J. L. Decker, and A. L. Notkins—Be-

thesda, Maryland

14. THE GENE FOR THE PRECURSOR TO
ADRENOCORTICOTROPIC HORMONE
AND B-ENDORPHIN: MOLECULAR CLON-
ING, STRUCTURE, AND EXPRESSION IN
CULTURED CELLS
J. L. Roberts, R. A. Hallewell, P. H. Seeburg,

J. Shine, E. Herbert, H. M. Goodman, and J. D.

Baxter (intr. by P. H. Forsham)—San Fran-

cisco, California

15. GROWTH HORMONE-RELEASING ACTIV-
ITY IN EXTRACTS OF BRONCHIAL CAR-
CINOID AND PANCREATIC ISLET CELL
TUMORS ASSOCIATED WITH ACROMEG-
ALY
L. A. Frohman, M. Szabo, M. E. Srachura, and

M. Berelowitz—Chicago, Illinois

16. ELEVATED ADIPOSE TISSUE LIPOPRO-
TEIN LIPASE IN THE PATHOGENESIS OF
OBESITY IN PRADER-WILLI SYNDROME
R. S. Schwartz, J. D. Brunzell, and E. L. Bier-

man—Seattle, Washington

17. USE OF COOMBS’ ANTIGLOBULIN TEST
TO ASSESS GRANULOCYTE-ASSOCIATED
IMMUNOGLOBULIN G IN GRANULOCY-
TOPENIC DISORDERS
D. B. Cines, F. Passero, F. Gomez, and A. D.

Schreiber—Philadelphia, Pennsylvania
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75th CONGRESS ON MEDICAL EDUCATION

For the past seventy-five years there has been

each spring a Congress on Medical Education

presented by the American Medical Association

in collaboration with other interested organiza-

tions. Typically this meeting has been held in

Chicago in February, which in itself certainly has

a tendency to separate dedicated educators from

casual fun seekers. Evidently in recent years

there have been fewer of the former around be-

cause attendance has been dropping year by

year. This year the planning group selected

Washington, D.C. in early May. Attendance

still dropped.

The theme of the Congress this year was

“Medicine: A Global Discipline,” and prominent

educators were brought from all over the world

to participate in the talks and to receive awards

from the AMA for their contributions to medical

education. Each speaker presented a brief history

of medical education in his own country and a

brief description of the situation as it currently

exists, the problems they face and the solutions

that are evolving. In a meeting like this it is dif-

ficult to identify a common trend or pattern be-

cause the problems around the world are so

diverse; however, in addition to the descriptions,

country by country, which were interesting and

colorful, two distinct areas of discussion emerged:

the interaction of supply and demand for medi-

cal care, and some changes in emphasis in medi-

cal curricula.

First it is evident to all but the most casual

observer that the health of a given population

bears little relationship to the amount of medical

care it receives. It relates much more closely

to the customs and social mores, the prosperity

of the country, and the general educational level

of the populace. Thus we find that in most

emerging . nations the government is very little

concerned with medical care. In those countries

which are concerned with medical care and which

have tried to plan ahead, in nearly every instance

they have grossly miscalculated (usually under-

estimated) the demand for medical services and

in addition have wound up with some serious im-

balances among the various types of health care

personnel whom they have trained and educated.

In view of the fact that our own HEW predicts

an oversupply of physicians by 1985 it was of

interest to note how those countries which cur-

rently have a surplus (Israel, Sweden) are coping

with the situation. For one thing they now tend

to take a much higher proportion of women into

medical school. They imply this is because they

have found that on the average women do not

practice for as many years or for as many hours

per week as their male counterparts. These

countries also try to delay entrance to medical

school, favoring applicants who have accumu-

lated advanced scientific degrees; try to increase

the failure rate by a more demanding curriculum

and more difficult examinations; and in the work-

ing world of the physician emphasize part-time

work, shorter work weeks, and sabbatical leaves

for study or recreation. If HEW is correct in its

prediction, perhaps some of our overworked phy-

sicians may be able to look forward to a little

more leisure in the future. Given the steep pro-

gressive rate of our income tax, the actual loss in

net take-home pay after taxes may not be as bad

as some fear.

The changes being brought about in medical

school curricula now tend to place more emphasis

on some of the areas which have been poorly

taught in recent years. For example, we see in-

creasing emphasis on the social sciences. This

probably makes sense when we consider that most

of the criticism aimed at us today is not related

to the scientific excellence of the care we provide

but instead to cost and to our alleged lack of

concern or compassion for people. It was further

pointed out that patient compliance is a critically
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important part of every doctor-patient encounter.

All of our skills in diagnosis and treatment are

totally useless without it, yet nothing whatsoever

is taught in the United States about how to gain

patient compliance. The development of con-

fidence, the factors involved in motivation, the

maintenance of hope—all are things which most

doctors learn only by experience in practice and

some doctors never learn. The management of

chronic disease and the treatment of patients on

an ambulatory basis were two other areas which

were mentioned as needing emphasis. Prevention

was also mentioned briefly, but most doctors

recognized this as a buzz word with very little

practical relevance except perhaps in pediatric

immunization.

In many countries medical knowledge alone

is not enough to make one a teacher, and those

physicians who want to teach are very carefully

screened and are trained in educational tech-

niques. In addition, in some countries there is

a philosophy that all who teach must serve (pa-

tients), and in some areas all who serve should

teach. Finally it was pointed out that most of

the practice of medicine is concerned with prob-

lem-solving and this is another thing that we do

not teach well in our curricula. Problem-solving

is a skill which can be taught, nurtured, developed,

and improved. In the United States it is usually

learned in residency by being allowed to make
decisions and thereby make mistakes. The mis-

takes are made under supervision so that they

can be immediately corrected and the patient’s

welfare is thereby protected. This is a long and

expensive process, however. It is now possible

by some carefully produced computer programs

to simulate actual patient problems which are

factual and entertaining and which evolve in

response to the student’s intervention while evalu-

ating the student’s performance. Early studies

using these models seem to indicate the potential

for much more rapid and economical teaching of

problem-solving skills.

Finally, on a lighter note one speaker men-

tioned a new system for doing away with clinical

departments. It is called Comprehensive Hier-

archy of Autonomous Organizational Systems,

which of course spells out the acronym CHAOS.

E. Wayne Martz, M.D.

HOW MUCH OF WHAT IS ENOUGH
FOR WHOM AND WHO SAYS SO?*

Medical care does not follow a free-market

system, and equitable models cannot be developed

which suppose that it does. This is in large part

because the provider is in control of all the key

decisions. Recognizing this, the government

continues in its efforts to develop a public utility

model of medical care. This might wind up as

something similar to the public education model,

where access is guaranteed at basic levels, but

restricted for expensive or limited-benefit services.

Proposals for the development of health care

systems reflect very significant assumptions about

the obligations we have to each other as individu-

als and as groups. Decisions center about (1)

who gives what, (2) who gets what, and (3) who

decides. Social needs and responsibilities cannot

be reduced to mathematical models, and many

decisions are of necessity made quite arbitrarily

—not haphazardly, of course, but quite clearly

without the kind of data base needed to make

proper judgments about much simpler issues.

There are tacit moral and ethical implications

built into any such decision. Just as the govern-

ment makes a moral decision when it declares a

particular contribution to be tax-deductible, it

makes a moral decision when it declares a par-

ticular medical need to be incorporated into or

excluded from some proposal. Should I be fi-

nancially responsible for the lung tumor of a pa-

tient who has been repeatedly warned to stop

smoking? Or the psychiatric care of any indi-

vidual above and beyond making him functional?

Or the rhinoplasty of a debutante?

What will equal medical care consist of? Will

there ever be equal accessibility to resources?

Perhaps the government will succeed in producing

equal physicians to treat equal diseases at equal

costs. Perhaps it will decide that end-stage renal

disorders are no longer worth subsidizing, but

instead will have special programs to underwrite

the care of end-stage hepatic disorders. Dollars

spent on heart disease cannot be spent for pre-

natal care.

It is clear that not everyone wants or needs the

same amount of medical care. It is not clear that

*Levine, Carol: Ethics and Health Cost Containment. Hastings
Center Report 9:10-13, Feb., 1979.
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non-users of the system should subsidize the users

of the system beyond the degree of public health

measures. Providers and planners will not agree

on many of these factors. It is incumbent upon

the providers not to allow the planners to run

away with the show.

S.H.F.

VS Ui

THE JOHNSON FOUNDATION:
$318 MILLION SINCE ’72

The annual reports of the Robert Wood John-

son Foundation are always interesting reading.

Mr. Johnson, who died in 1936, left virtually his

entire estate to the Foundation as an “inde-

pendent philanthropy interested in improving

health care in the United States.”

Since 1972, the Foundation has made about

1100 awards totaling $318.5 million. After dis-

bursements of $44 million in 1978, its current

assets are $411 million, down $8 million from

a year ago.

360

This is the first year that the Foundation has

attempted to study the results of its own spending.

Of its ’78 grants, 6% ($2.8 million) was used

for this purpose. That’s a lot of money, but it

seems to me a good idea
.
to spend $3 million

more to see if $300 million was spent well. For

example, their review suggests that Johnson

Foundation money used to train emergency medi-

cal technicians in Seattle has resulted in a decline

in mortality following cardiac arrest.

Since 1973, in an effort to correct the trend

toward medical specialization, the Foundation

has funded nine academically based primary care

residency programs in internal medicine and pedi-

atrics for a total outlay of $10.7 million. But

it appears that about one quarter of residents so

trained indicate that they plan to take a fourth

year of training in a subspecialty area. Never-

theless, the Foundation finds that “young men
and women who receive special primary care

training are equally or more socially oriented

than their straight internal medicine counter-

parts.”

Of the 1978 grants, $32 million or 67.5%

was allocated to projects designed to improve

ways of delivering ambulatory care services, and

21% was for the education and training of various

types of health professionals needed to plan, staff,

and manage ambulatory care services.

Just recently, the Wilmington Medical Center

has been awarded $409,000 over four years for

expansion of its residency programs in general

dentistry. This will involve some salaried faculty

and staff, additional residents, and the extension

of clinic operation into the evening hours for

part-pay patients.

The Robert Wood Johnson Foundation Annual

Report 1978 is available from the Robert Wood
Johnson Foundation, P.O. Box 2316, Princeton,

New Jersey 08540. It includes a list of the grants

(to whom, why, and how much) made in ’78,

and selection of the titles included in a bibli-

ography of publications and other informative

materials such as audio-visuals produced as a di-

rest or indirect result of Johnson grants. In ’78

this list included 64 books, 57 book chapters, and

345 articles.

B.Z.P.
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Roger S. Alexander, M.D., a native of greenville, South Carolina, and

a ’75 graduate of the Medical University of South Carolina completed

his internship and residency at the Richland Memorial Hospital in

Columbia, South Carolina. Dr. Alexander practices in Milford where

he specializes in internal medicine. Dr. and Mrs. Alexander have one

daughter. Laurel.

Ronald G. Connolly, M.D., who is an alumnus of Georgetown Uni-

versity School of Medicine, is board certified in internal medicine and

rheumatology and practices rheumatology in his native Wilmington at

2300 Pennsylvania Avenue. He served his internship and residency

at Kaiser-Sacramento and a further residency at the University of

California at Davis. He practiced previously in Oakland, California.

Dr. Connolly and his wife, Sieglinde, have four children and reside in

Greenville.

Robert W. Cox, M.D., originally from Spokane, Washington, graduated

from Jefferson Medical College in 1970 and served his residency at the

Wilmington Medical Center. He is board certified in internal medicine

and nephrology. He practices at 2300 Pennsylvania Avenue in Wil-

mington. Dr. Cox and his wife, Carolyn, have two children. His

hobbies include sailing.

Harish R. Dave, M.D., a native of India, graduated from the B. J.

Medical College Gujarat University in 1969. After completing his in-

ternship at the Cleveland Metropolitan General Hospital and a resi-

dency at Cincinnati General Hospital, Dr. Dave went into practice at

the Department of Radiation Therapy at the Wilmington Medical Cen-
ter. Dr. Dave resides in Newark with his wife and two children.
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Karim Eid, M.D., is a native of Brazil where he graduated from the

University of Brazilia in 1971. After coming to the United States, he

served surgical residencies at Beekman Downtown Hospital in New
York and Graduate Hospital in Philadelphia, and a plastic surgery

residency at the Wilmington Medical Center. Dr. Eid practices plastic

surgery at the Professional Building in Wilmington. He and his wife

have two children and reside in north Wilmington. He is interested

in the arts, sports, and photography.

Edward M. Goldenberg, M.D., a native of Philadelphia and ’72 gradu-

ate of Creighton University School of Medicine, specializes in cardi-

ology. He completed his internship and residency at Temple where he

also previously practiced in the Department of Cardiology. He is an

Associate Clinical Professor of Medicine at Temple University. He
is board certified in internal medicine and cardiovascular disease. Dr.

Goldenberg is a fellow of the American College of Cardiology and the

American Heart Association and a member of the American College

of Physicians. He and his wife, Leslie, have a son and two daughters.

In his spare time, he enjoys jogging and bicycling.

John E. Hocutt, Jr., M.D., was born in Williamsburg, Virginia, but has

been a Delaware resident since he was three. After graduating from

Jefferson Medical College in 1975 he served both his internship and

residency through the Family Practice Department of the Wilmington

Medical Center. He is board certified in family practice, with an office

at 2700 Silverside Road in Wilmington. Dr. Hocutt is a member of

the American Academy of Family Physicians. He is particularly in-

terested in sports medicine. He and his wife, Mary Beth, reside in

Wilmington.

Satoshi Ikeda, M.D., came to the United States from Tokyo, Japan,

after graduating from Keio University. After an internship at Uni-

versity Hospitals in Madison, Wisconsin, and residencies at Michael

Reese Hospital in Chicago and Thomas Jefferson University Hospital

in Philadelphia, Dr. Ikeda went into practice in Wilmington. He is a

member of the American College of Cardiology. Dr. Ikeda is board

certified in general and thoracic surgery. He and his wife, Maureen,

have one child and live in New Castle. Dr. Ikeda enjoys the outdoors

by spending his spare time jogging, playing tennis, and fishing.
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Choon F. Lai, M.D., graduated from the Faculty of Medicine Univer-

sity of Malaya, Singapore, in 1967 and served an internship and resi-

dency at the University of Leeds Teaching Hospital in England and a

further residency at the Wilmington Medical Center. He became board

certified in obstetrics and gynecology in 1977; he has an office at Pike

Creek Center, Wilmington. He is a member of the Royal College of

Obstetrics-Gynecology of the United Kingdom and a fellow of the

American College of Obstetrics and Gynecology. Dr. and Mrs. Lai

and their two children, Eileen and Cary, live in Newark.

Kenneth S. Lewis, M.D., graduated from Jefferson Medical College in

1974. He then completed his internship and residency at the Univer-

sity Hospital in Baltimore. Dr. Lewis, who is board certified in in-

ternal medicine, practices in Middletown. He resides in Newark with

his wife, Jeanne Marie, and children, Karen and David.

Anthony C. Lombardi, M.D., who was born in Lewes, Delaware,

graduated from Jefferson Medical College in 1971. He served his in-

ternship and residency at Hartford Hospital, Hartford, Connecticut,

and additional residencies at Thomas Jefferson University Hospital and

University of Rochester Medical Center. He is board certified in in-

ternal medicine and cardiovascular disease and specializes in cardiology,

which he practices at 2700 Silverside Road, Wilmington. Dr. Lom-

bardi is a fellow of the American College of Cardiology. He is a sports

enthusiast and enjoys tennis, shooting, sailing, fishing, and horseback

riding.

Thomas M. Mannis, M.D., a Philadelphia native, graduated from

Hahnemann Medical College in 1974. He served his internship and

residency at the Wilmington Medical Center. Dr. Mannis is board

certified in internal medicine and practices in Wilmington. He and

his wife, Eileen, reside in Wilmington and anxiously await the arrival

of their first child.
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Each gram
contains. Aerosporin®’

(Polymyxin B Sulfate) 5.000
units, bacitracin zinc 400 units, neomy-

cin sulfate 5 mg (equivalent to 3.5 mg neomycin
base), special white petrolatum qs, in tubes of 1 oz
and 1/2 oz and 1/32 oz (approx.) foil packets.

INDICATIONS: Therapeutically, (as an adjunct to sys-
temic therapy when indicated), for topical infections,

primary or secondary, due to susceptible organisms, as
in infected burns, skin grafts, surgical incisions, otitis

externa; primary pyodermas (impetigo, ecthyma,
sycosis vulgaris, paronychia); secondarily infected

dermatoses (eczema, herpes, and seborrheic derma-
titis); traumatic lesions, inflamed or suppurating as a

result of bacterial infection. Prophylactically, the

ointment
may be used to

prevent bacterial contamina-
tion in burns, skin grafts, incisions, and

other clean lesions. For abrasions, minor cuts

and wounds accidentally incurred, its use may prevent
the development of infection and permit wound healing.

CONTRAINDICATIONS: This product is contrain-

dicated in those individuals who have shown hypersen-
sitivity to any of its components Do not use in the eyes
or in the external ear canal if the eardrum is perforated.

WARNING: Because of the potential hazard of

nephrotoxicity and ototoxicity due to neomycin, care
should be exercised when using this product in

treating extensive burns, trophic ulceration and other

extensive conditions where absorption of neomycin
is possible. In burns where more than 20 percent of

the body surface is affected, especially if the patient

has impaired renal function or is receiving other

aminoglycoside antibiotics concurrently, not more
than one application a day is recommended

When using neomycin-containing products to control

secondary
infection in the chronic

dermatoses, it should be borne in

mind that the skin is more liable to become
sensitized to many substances, including neomycin.
The manifestation of sensitization to neomycin is

usually a low grade reddening with swelling, dry

scaling and itching, it may be manifest simply as failure

to heal. During long-term use of neomycin-containing

products, periodic examination for such signs is

advisable and the patient should be told to discontinue

the product if they are observed. These symptoms
regress quickly on withdrawing the medication.

Neomycin-containing applications should be avoided
for that patient thereafter.

PRECAUTIONS: As with other antibacterial prepara-

tions, prolonged use may result in overgrowth of

nonsusceptible organisms, including fungi.

Appropriate measures should be taken if this occurs,

ADVERSE REACTIONS: Neomycin is a not

uncommon cutaneous sensitizer. Articles in the

current literature indicate an increase in the

prevalence of persons allergic to neomycin.
Ototoxicity and nephrotoxicity have been reported

(see Warning section)

Complete literature available on request from
Professional Services Dept. PML.

Net wt 1 oz



<
^Book ^Qeviewd

HANDBOOK OF PEDIATRIC OPHTHALMOLOGY
by S. Feman and R. Reinecke, Grune & Stratton,

Inc. New York, 1978. 196 pp. Price $19.50.

This small volume is neither fish nor fowl. It

gives a broader view of the world of pediatric

ophthalmology than does a pediatric textbook.

It falls far short of the coverage found in a

standard text of pediatric ophthalmology, how-

ever. The depth of coverage is quite inconsistent.

Three pages are devoted to drug dosages in con-

genital glaucoma, and half of one page is devoted

to exotropia.

Most sections of the book are too diffuse to

be of any real value. Many parts read like a

long list with short annotations. There are a

few photographs, and these are reproduced poorly.

The chapter on ophthalmic genetics is brief but

well done.

The problems of such a brief and broad over-

view are fully recognized by the authors. One
stated objective of the book was to provide a

“crib-side field guide” to children’s eyes. If such

a need exists, this book fills that need.

Stephen H. Franklin, M.D.

% vs vs

ATLAS OF ROENTGENOGRAPHIC MEASUREMENT,

4th ed., by Lee B. Lusted, M.D., and Theodore E.

Keats, M.D., Year Book Medical Publishers, Chi-

cago, Illinois, 1978. 354 pp. Ulus. Price $39.85.

For those unfamiliar with the book it consists

tion in 1972 and the number of pages increased

from 296 to 354.

For those unfamiliar with the book, it consists

of a large body of measurement information

divided into chapters by anatomic system. The

purpose of the book, according to the preface of

the first edition, is to bring together this informa-

tion from diverse sources under one cover for

the convenience of the busy practitioner.

The major changes in the book since the last

edition include new entries in pediatric radiology,

CT, neuroradiology, nuclear medicine and ultra-

sound as well as new roentgenographic measure-

ments from several countries and measurements

of the same organ by two imaging modalities.

Some may dispute the value of objective mea-

surements in clinical radiology, but certainly if the

specialty is ever to lay claim to being science, work

in this area must continue. The book is highly

recommended, and it should be in every radiology

library, easily accessible to both staff radiologists

and residents.

John S. Wills, M.D.

vs vs vs

LOGAN TURNER’S DISEASES OF THE NOSE,

THROAT, AND EAR, 8th ed, edited by J. F. Birred,

M.D., FRCS, Year Book Medical Publishers, Chi-

cago, 1977. 435 pp. Price $14.95. Paperback.

It is just over fifty years since Logan Turner,

with the collaboration of the teaching staff of the

Edinburgh Ear, Nose, and Throat Department,

published the first edition of this textbook. The

current, eighth edition is edited by J. F. Birrell

and is intended to serve as a comprehensive sur-

vey of the specialty for senior students and general

practitioners. Paradoxically, while the field of

otolaryngology has undergone significant tech-

nical expansion, the time allotted to teaching the

specialty at many universities has been curtailed,

thus creating a need for texts which cover the

basics of the specialty.

I believe this book does an adequate job in

covering most of the basics of ENT. There are,

however, two serious errors present in the text.

The first occurs on page 30 and suggests that

anterior and posterior nasal packs placed for

epistaxis should be removed in 24 hours. I sug-

gest that anyone who does this should not call

me to replace the packs when bleeding occurs!

The second occurs on page 316 where a draw-

ing of a tympanic membrane is shown with the

suggested incision area for a myringotomy. The

error in this drawing is that it shows the myringo-

tomy incision going into the posterior superior

portion of the tympanic membrane. In fact, this

is the only area of the tympanic membrane where

a myringotomy is absolutely contraindicated be-

cause this is the area containing essentially all

of the vital structures located in the middle ear,
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including the incus, stapes, oval window, and

facial nerve. A forceful myringotomy in this

area could potentially produce total sensorineural

hearing loss and facial nerve paralysis.

The book’s reasonable price and adequate

coverage of the subject make it worth considering

for non-otolaryngologists with an interest in the

specialty.

William L. Medford, Jr., M.D.

« IS

CLINICAL ASPECTS OF AGING, edited by William

Reichel, M.D., The Williams & Wilkins Company,

Baltimore, 1978. 553 pp. Illus. Price $35.00.

A most informative volume on the subject of

geriatrics, this book is a revision of Volume IV

of Working with Older People, published in 1967

by the United States Public Health Service. It is

written for the practicing physician who encoun-

ters a substantial number of geriatric patients as

well as for allied health professions in the field.

There is a lack of uniformity in writing style

due to the more than 40 authors who propose this

366

extensive body of information; in addition, there

is some overlap of subject matter between chap-

ters and sections of chapters. The diagnosis and

therapeutic approaches described represent the

specific methods of the individual author.

The book is divided into Care of the Elderly

Patient, Evaluation, Diagnosis, and Management

and Other Considerations.

Section I deals in depth with many of the more

recent developments in the field of geriatrics

and/or drugs prescribed, such as specific prob-

lems of geriatric patients with heart disease, milieu

therapy, a basic pharmacopeia for geriatrics, and

an evaluation of the confused, demented elderly.

Included in this section also are chapters on re-

habilitation of the aged, recognition and manage-

ment of the nutrition problems of the elderly,

and foot health for the geriatric patient.

Section II deals with physiological and bio-

logic aspects of aging, demographic aspects of

aging, and assessment of the geriatric patient in

relation to the need for services and facilities.

Of interest also are housing for the elderly, newer

options for the elderly patient other than institu-

tionalization, and the role of the medical director

in the skilled nursing facility.

This volume is must reading for all who deal

with geriatrics, either as clinician or other health

professional, there being new chapters on sexual

feelings, intimacy, and touch as factors in long-

term care, and the dying patient.

The complexity of presenting a multidiscipli-

nary approach to geriatrics is well-developed with

an analysis of the specific problems of the geri-

atric patient rather than a subspecialty treatise.

Harold J. Laggner, M.D.

CORRECTION

The book, HYPERTENSION: Mechanisms,

Diagnosis & Management, by Davis, Laragh, and

Selwyn, which was reviewed in our November
issue, is an updated compendium of articles pre-

viously published in Hospital Practice, not, as we
erroneously stated, in Hospital Medicine.

We are pleased to admit an error: The cost of

Varieties of Sexual Experience (Delaware Medi-

cal Journal, August 1978) is only $25.00, not, as

said, $42.50.
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Speakers on

“Ask the

Doctor”

In the News

Impaired

Physicians

Program

Medical and
Surgical

Emergencies

Speakers for July 1979 on the Tuesday radio program (11:05 a.m., WDEL)
produced by the Medical Society of Delaware are: July 3, Robert W. Frelick, M.D.,

Radiation as a Health Hazard; July 10, Robert Meckelnburg, M.D., Thyroid Dis-

orders; July 17, William F. Rath, M.D., Cataracts; July 24, Stephen F. Wetherill,

M.D., Upper Respiratory Infections; The Common Cold; July 31, James J. Galla-

gher, M.D., Cancer of the Urinary Tract—Kidney, Bladder, and Prostate.

The Delaware General Assembly has passed and the Governor has signed S.C.R.

28, which recognizes the honor bestowed upon the Delaware National Guard,

261st Signal Command, commanded by William H. Duncan, by virtue of the U.S.

Army’s assigning to it the responsibility, in the event of its mobilization, for oper-

ation and control of the entire Army communications system in the Pacific Com-
mand, which includes the Pacific Ocean and the Far East. Major General Duncan

and the entire 209-man force of the 261st Signal Command were congratulated

on achieving a level of training and proficiency as a major subcommand of the

U.S. Army Communications Command.

Charles M. Smith, M.D., has been appointed by Governor Pierre S. duPont IV

to membership on the Statewide Health Coordinating Council. The council serves

as a supervisory and advisory panel over the Delaware Health Council, Inc., a

federally funded private agency, and the state Bureau of Health Planning and

Resource Development. Dr. Smith replaces Robert B. Flinn, M.D., who resigned

after moving out of state. Dr. Smith is also a member of the Board of Directors

of the Delaware Health Council.

Arthur Zimmerman, M.D., Dover, has been elected president of the Board of

Medical Practice. Vincent G. J. Lobo, Jr., D.O., is vice president and Emanuel

M. Renzi, M.D., is secretary-treasurer.

Judith G. Tobin, M.D., of Seaford, has just been appointed by Governor duPont to

the Board of Medical Practice.

DO YOU KNOW AN IMPAIRED PHYSICIAN? THE MEDICAL SOCIETY
OF DELAWARE CAN HELP—CALL (302) 654-1001. Calvin B. Hearne,

M.D., is Chairman of the Impaired Physicians Program.

CLINICAL NOTICES AND MEETINGS

A postgraduate course, THE MANAGEMENT OF MEDICAL AND SURGICAL
EMERGENCIES, will be held July 8-12 at Colby College, Waterville, Maine. This

course is designed for emergency department and primary care physicians, as well

as for internists and surgeons who are called upon to handle common acute care prob-

lems. It meets the criteria for 25 credit hours in Category I of the Physician’s Recog-
nition Award of the American Medical Association and is acceptable for 25 prescribed

hours by the American Academy of Family Physicians. For further information, con-

tact: Dr. Robert H. Kany, Director, Division of Special Programs, Colby College, Wa-
terville, Maine 04901. Telephone: (207) 873-1131.
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In Brief

Alfred I. duPont
Institute

AMA/GOLF

American Academy
of Family

Physicians

American Academy
of Family

Physicians

A conference will be held on SPORTS MEDICINE on August 4 at the Alfred I.

duPont Institute. Some of the topics to be addressed are school screening of athletes,

flexibility, weight training, conditioning in women, nutrition and the athlete, overuse

syndromes, throwing and racket injuries, and evaluation of the knee. For further in-

formation, contact: Peter Pizzutillo, M.D., Associate Surgeon, Alfred I. duPont Insti-

tute, P.O. Box 269, Wilmington, Delaware 19899. Telephone: (302) 571-1000.

The American Medical Association is sponsoring its FOURTH ANNUAL CME/GOLF
PROGRAM September 16-22 at Pinehurst, North Carolina. There will be four

morning sessions devoted to CME which will earn 12 hours of Category I credit to-

ward the AMA Physician’s Recognition Award. There will also be five days of golf

featuring six outstanding golf courses. For further information, contact Elaine M.
Tejcek, Meeting Manager, Division of Meeting Services and Management, American
Medical Association, 535 N. Dearborn Street, Chicago, Illinois 60610. Telephone:

(312) 751-6057.

The American Academy of Family Physicians’ ANNUAL CONVENTION AND
SCIENTIFIC ASSEMBLY will be held October 8-11 in Atlanta, Georgia. One hour

of prescribed AAFP credit can be earned for each hour spent in any portion of the

scientific program (for a possible total of more than 30 accredited hours) . For further

information, contact: American Academy of Family Physicians Headquarters, 1740

West 92nd Street, Kansas City, Missouri 64114.

THE 1979 AAFP INVITATIONAL SCIENTIFIC CONGRESS will be conducted on

the Costa Del Sol of Spain October 11-18. It has been approved for prescribed credit

by the American Academy of Family Physicians. For further information, contact:

Lee J. Kirkland, President, Group Travel Services, Inc., 3537 Broadway, Kansas City,

Missouri 64111.

THE FIFTH ANNUAL

IGNATZ SEMMELWEIS OBSTETRICAL SEMINAR

SEPTEMBER 13-16, 1979

Presented by the Department of Obstetrics and Gynecology of

New Jersey Medical School—CMDNJ
At the

CHERRY HILL INN, CHERRY HILL, N.J.

For further information please contact

JOHN B. JOSIMOVICH, M.D.

Department of Obstetrics and Gynecology, New Jersey Medical

100 Bergen Street, Newark, New Jersey 07103

(201 ) 456-5499 or (201 ) 456-5456

CONTINUING EDUCATION CREDITS:

AMA Credits Category I:

ACOG Cognates:

AOA Credits Category 2-D:

AAFP Prescribed Credits:

NJSNA Credit Hours:

24 Credit Hours

24 Cognates

24 Credit Hours

24 Credit Hours

24 Credit Hours

School,
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In Brief

Retraining Program
for Clinically

Inactive Physicians

Medical Staff

Leadership

Clinical

Pharmacology
Course

American College

of Chest

Physicians

Interstate

Postgraduate

Medical

Association

American Academy
of Ophthalmology

AMA/Patient
Safety

American Heart

Association

The Medical College of Pennsylvania will sponsor a RETRAINING PROGRAM FOR
CLINICALLY INACTIVE PHYSICIANS. The program is eight weeks in duration

(Monday through Friday, 8 a.m.-5 p.m.) and will be held at the Medical College of

Pennsylvania from October 15-December 7 and again from April 21-June 13, 1980.

It is approved for AMA Category I credit. For further information, contact: Retrain-

ing Program for Inactive Physicians, Office of Medical Education, The Medical College

of Pennsylvania, 3300 Henry Avenue, Philadelphia, Pennsylvania 19129.

The American Medical Association is sponsoring an ADVANCED SEMINAR ON
MEDICAL STAFF LEADERSHIP, which will be held October 12-13 at the Resorts

International Hotel in Atlantic City, New Jersey. For further information, contact:

the AMA Department of Hospitals and Health Facilities, 535 N. Dearborn Street,

Chicago, Illinois 60610. Telephone: (312) 751-7757.

THE ANNUAL POSTGRADUATE CLINICAL PHARMACOLOGY COURSE will

be held October 29-November 2 at the University of Rochester Medical Center. This

course meets the criteria for 35 credit hours in Category I of the Physician’s Recogni-

tion Award of the American Medical Association. For further information, contact:

William M. Warded, M.D., Ph.D., Associate Professor, Department of Pharmacology

and Toxicology, The University of Rochester Medical Center, 601 Elmwood Avenue,

Rochester, New York 14642. Telephone: (716) 275-2466.

THE 45th ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN COLLEGE
OF CHEST PHYSICIANS will be held November 4-8, at the Hyatt Regency Hotel

and the Albert Thomas Convention Hall in Houston, Texas. A variety of topics re-

lated to the diagnosis and treatment of cardiovascular and pulmonary diseases will be

featured. For further information, contact: Dale E. Braddy, Director of Education,

American College of Chest Physicians, 911 Busse Highway, Park Ridge, Illinois 60068.

Telephone: (312) 698-2200.

THE 64th ANNUAL INTERNATIONAL SCIENTIFIC ASSEMBLY OF INTER-
STATE POSTGRADUATE MEDICAL ASSOCIATION will be held at the New Or-

leans Marriott, New Orleans, Louisiana, November 5-8. The Assembly is designed

for primary care physicians practicing in the United States and Canada. It is acceptable

for 24 prescribed hours and four eleotive hours of credit by the American Academy of

Family Physicians and the AMA Physician’s Recognition Award. For further informa-

tion, contact: Alton Ochsner, M.D., Program Chairman, Interstate Postgraduate Medi-

cal Association, P.O. Box 1109, Madison, Wisconsin 53701.

THE ANNUAL MEETING OF THE AMERICAN ACADEMY OF OPHTHAL-
MOLOGY will be held November 5-9 in San Francisco. The primary purpose of the

meeting is to educate practitioners about new developments in ophthalmology. A total

of 40 Category I credits for the American Medical Association’s Physician’s Recogni-

tion Award has been approved. For further information, contact: The American
Academy of Ophthalmology, 1833 Fillmore Street, P.O. Box 7424, San Francisco, Cali-

fornia 94120. Telephone: (415) 921-4700.

The American Medical Association is presenting a seminar on PATIENT SAFETY/
RISK CONTROL November 9-10 at Palm Beach, Florida. This seminar meets the

criteria for 14 credit hours in Category I of the Physician’s Recognition Award of the

American Medical Association. For further information, contact: Dept, of Hospitals

& Health Facilities, American Medical Association, 535 Dearborn Street, Chicago,
Illinois 60610. Telephone: (312) 751-6656.

The American Heart Association’s 52nd SCIENTIFIC SESSIONS will be held Novem-
ber 12-15 at the Disneyland Hotel and Convention Center, Anaheim, California. For
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more information, contact: American Heart Association, 7320 Greenville Avenue,

Dallas, Texas 75231.

Alcohol and THE FOURTH SOUTHEASTERN CONFERENCE ON ALCOHOL AND DRUG
Drug Abuse ABUSE has been scheduled for December 5-9 at the Downtown Marriott Hotel in At-

lanta, Georgia. The conference is sponsored by Peachford Hospital and co-sponsored

by the American Medical Society on Alcoholism. It has been approved for 27 credit

hours in Category I of the Physician’s Recognition Award of the American Medical

Association. For additional information, contact: Conway Hunter, M.D., Fourth

SECAD, Peachford Hospital, 2151 Peachford Road, N.E., Atlanta, Georgia 30338.

Telephone: (404) 455-3200.

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set solid.

One insertion $4.00. Call the Journal office, 658-7596 for further information or placement. All ad-

vertisements are payable in advance. The Editorial Board reserves the right to edit copy. Closing date

for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members on a one-time basis.

OFFICE R.N. AVAILABLE for employment July 1

in northern New Castle County. Surgical and ob-

stetrical experience. Call Medical Society of Dela-

ware, 658-7596, for more information.

ANESTHESIOLOGIST: Board certified. Licensed

in State of Delaware. Available June 1979. For

further information, contact: Medical Society of

Delaware, 658-7596.

Save where it pays to Pay Yourself First

Choose from:

Investment Savings Plans*
Terms from 6 months to 8 years

Statement Savings Plans
Telephone Transfer funds from your 5 ia% statement account to

your checking account in any area bank and maximize your
cash flow earnings

Passbook Savings Plans
A secure way to watch your savings grow

‘Investment accounts require a substantial penalty

for early withdrawal.

RRTisnns’
sflvinos BHnK

Member F.D.I.C.

"telephone 658-6881, In Dover Call 674-3214

9th &. TUtnall Sts.. Wilmington
Concord Mall. Midway. Polly Drummond. &. Graylyn Crest Shopping Centers

Dover. Del.
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IN THE HEART OF BRANDYWINE HUNDRED

R-2 zoning permits a variety of uses for the creative purchaser. Property

includes a stately period colonial with 5 bedrooms, office, studio and a

20 x 40 foot pool.

Plus a quaint 1 bedroom cottage with a fully equipped kitchen.

$225,000.00

For Additional Information Call

475-2240

B. Cary Scott
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FROM THE DELAWARE CANCER NETWORK*

BONE SCANNING AND CANCER

Probably the foremost method of assessing the

presence of metastatic bone disease in cancer pa-

tients today is the use of the bone scan as per-

formed in most nuclear medicine laboratories.

Bone-seeking radioisotopes have been available

for a number of years, but most of them have

been of very limited use because of their excessive

radiation dosage or their poor photon yield for

imaging purposes.

In the past few years, technologic advances

have produced the polyphosphate group of com-

pounds, which are bone seekers and, when tagged

with technetium, produce a compound that pro-

vides both a high photon yield and a low radia-

tion burden to the patient. The concomitant de-

velopment of detection equipment, mainly whole

body scanners and large-field-of-view cameras,

has resulted in the ability quickly and conveniently

to obtain whole skeletal examinations for the

assessment of the presence of boney metastasis.

Basic studies have revealed that the present

day phosphate compounds labeled with techne-

tium are strongly attracted to the boney skeleton

and, for that matter, to any other calcium deposit

in the body, where they are sequestered in suffic-

ient concentration to produce a very high target-

to-background ratio. It is this high count rate that

allows the rapid imaging of the skeleton with in-

struments that would otherwise be considered

relatively slow. The mechanism of uptake of the

radiopharmaceutical by the bone is probably re-

lated to several factors, including the blood sup-

ply, the looseness of the calcium attachment to

the outer hydroxyapatite crystals, and any stimuli

such as metastasis in the bone which cause in-

creased bone salt turnover.

The study is performed simply by giving the

patient an intravenous injection of the radio-

pharmaceutical and then hydrating him quite well

over the next several hours. During that period

Dr. Meckelnburg is Director of Nuclear Medicine, Wilmington
Medical Center.

'An NCI-supported agency located at 1200 Jefferson

Del Med Jrl, July 1 979—Vol 5 1 ,
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Robert L. Meckelnburg, M.D.

of time, the body background of the radiopharma-

ceutical is reduced by its excretion in the urine,

and the material that is sequestered in the bone

marrow continues to increase in concentration

gradient. At the end of the two to three hour

wait, the patient is then imaged under a scanning

instrument that can visualize both sides of the

body at one time. Consequently, anterior and

posterior views of the skeleton can be obtained

by one pass of the whole body instrument, which

takes about twelve to fourteen minutes. The study

is then completed, and by replay from the mini-

computer in the scanner, the images are put on

x-ray film or Polaroid film for final interpreta-

tion. On the new computerized equipment, it is

possible to get specific count rates over certain

areas of boney skeleton for comparison; these

quantitative studies have been used in assessing

the therapeutic efficacy of certain regimens of

treatment in people with boney lesions.

Although the great majority of bone studies

have probably been done looking for metastatic

disease, the bone scan is quite helpful in other

conditions besides cancer. For instance, the as-

sessment of the presence of occult fractures has

been greatly enhanced by the use of the bone

scan. Many small fractures that are difficult to

see on routine x-rays stand out like beacons on

bone scans, because with any fracture, no matter

how large or small, there is always a greater

turnover of the radiopharmaceutical in that area

and hence a distinct increase in the count rate on

the scan. The assessment of healing of fractures

has also been augmented by the isotopic bone

scan. Here the delivery or lack of delivery of

the isotope in increased concentrations to a re-

pairing area can indicate adequate or inadequate

blood supply.

Similarly, the presence of active arthritis with

bone destruction will cause changes in the scan

that can be easily interpreted as showing the ac-
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tivity and the extent of the disease in any one

individual. A limited number of studies have

also shown an ability of bone scans to assess the

effectiveness of anti-arthritis treatment by demon-

strating a decrease in activity when the therapeu-

tic regimen seems successful. Generalized bone

diseases such as osteomalacia and osteoporosis

have not been as amenable to isotopic study be-

cause of the diffuseness of their nature throughout

the skeleton and the presence of gradations within

the skeleton itself as well as the need to intra

compare studies. Abnormalities are oftentimes

masked by normal person-to-person variation in

the scan itself, so that comparison within the pa-

tient’s own scan is probably the ideal method of

picking up differences seen in diffuse lesions.

Falsely negative bone scans are exceedingly

rare; a relatively normal degree of uptake in the

boney matrix with disease is quite unusual. Al-

most without exception, changes within the boney

matrix produce either a photon-deficient or pho-

ton-excess type of uptake, and an abnormality

will be easily appreciated. Most of the lesions

encountered in the boney system produce in-

creased uptake; however, about two to five per-

cent of all lesions produce photon-deficient areas

or areas of decreased activity. These too must

be interpreted for what they really represent,

and in essence these can be just as significant

as photon-surplus areas. Some examples of pho-

ton-deficient areas are sites of previous radiation

therapy, some lymphomas, multiple myelomas,

and infrequent cases of other common carcinomas

such as carcinoma of the colon and carcinoma of

the breast. Occasionally false positive scans are

seen because there can be increased uptake in

any calcium-bearing area of the body. Thus cal-

cium deposits from myositis or healing scars will

often show a positive uptake but really not be

significant. Fortunately, these can usually be

readily differentiated from the boney skeleton

and do not cause any diagnostic confusion.

The routine x-ray is still of extreme usefulness

in certain situations when the bone scan on the

patient needs further clarification. For instance,

x-rays are very helpful in specific areas of the

boney skeleton that turned out to be positive on

the scan. This is particularly true in weight-bear-

ing bones and in metastasis. The scan, although

it will show the earliest degree of activity of a

metastatic area, will give no idea of the degree of

damage that has occurred; consequently standard

x-rays are necessary to assess the total amount

of damage that has already occurred and to make

a decision as to whether a weight-bearing bone

is in jeopardy of fracture because of its weakened

state. In some falsely negative scans, it may still

be that x-rays will show changes characteristic of

metastatic disease. Thirdly, widespread metasta-

tic disease of the skeleton often gives the impres-

sion on the bone scan of uniformly increased up-

take throughout the skeleton and is difficult to

distinguish from increased activity secondary to

a metabolic bone disease. Here the standard

x-ray will usually show areas characteristic of

metastasis and lead to the correct diagnostic im-

pression of widespread metastatic disease.

In summary, bone scan is a relatively new

modality for the detection and assessment of very

early changes in the boney skeleton due to any

process that changes bone salt turnover. This

high degree of sensitivity can make the test ex-

tremely useful in the patient with metastatic can-

cer or primary bone cancer as an aid to the phy-

sician in assessing total boney involvement of his

patient and providing criteria for his therapeutic

choices.

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerenson, R.N.
ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE
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LEGISLATIVE ACTIVITY BY THE MEDICAL SOCIETY OF DELAWARE

The first session of the 131st General As-

sembly of the State of Delaware ended its ses-

sion on June 30, 1979, with the usual flurry of

last-minute activities and passing of bills. The

staff of the Medical Society spent a great deal

of time and effort during the legislative session

monitoring and following bills and amendments

that are of concern to the physicians of Delaware

and to the health care of Delaware citizens. With

Ned Davis, our legislative lobbyist, acting with

staff, the Medical Society has been able to give

input and guidance to health care issues that came

before the General Assembly.

The legislative activity usually starts with the

Public Laws Committee, under the chairman-

ship of Dr. Stephen M. Hanson. This committee

serves a vital role in reviewing and commenting

on legislation and then forwarding their recom-

mendations for action by the Board of Trustees.

Through Mr. Davis, our opinions are then made

known to the sponsors of various legislation as

well as to the involved senators and representa-

tives. Whatever influence the Society can exert

in behalf of the improvement of health care de-

pends many times on how our positions on vari-

ous pieces of legislation are presented, and for

this we depend a great deal on the expertise of

our lobbyist.

The recently-concluded session would have to

be considered a successful one. Two bills spon-

sored by the Medical Society passed the House

and Senate and were signed into law by the

Governor. H.B. 345 clarifies and strengthens

the immunity of individuals who testify before

the Board of Medical Practice, as well as physi-

cians serving on committees of hospitals, the

Medical Society of Delaware, and its component

societies. H.B. 346 will allow emergency para-

medics traveling through Delaware from another

state to render emergency care while they are

traveling through Delaware.

As discussed in this column last month, the

Medical Society also sponsored the appropriation

of funds to the Board of Medical Practice for

the contractual hiring of investigators. These

funds were approved and signed by the Gover-

nor. We supported S.B. 245 creating a foster-

child review board, and it was successfully passed.

S.B. 20 that would have expanded the cover-

age of chiropractic services to Blue Shield and

Medicaid was tabled because the legislation did

not have enough votes. Because it was tabled

by its sponsor, it may be brought up again in the

next session; most of these chiropractic bills seem

to have the characteristic of making repeat ap-

pearances in subsequent sessions.

Other bills the Society opposed were stricken,

not reported out of committee, or stalled in one

of the two chambers. These included the bill

to legalize the medical use of marijuana, a bill
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authorizing the practice of denturism, a bill grant-

ing extension of certificate of need to private

physicians’ offices, legislation to establish a rate-

setting commission for hospitals, and a bill to

broaden the expert witness provision of the mal-

practice act.

There is always a problem with last-minute

legislation and, unlike bills that are introduced

early in the session, these cannot be discussed

thoroughly and analyzed prior to taking a posi-

tion. This session there was a great deal of ac-

tivity regarding abortion. A bill of questionable

constitutionality requiring informed consent to

be given twenty-four hours prior to the perform-

ance of an abortion was passed.

In some of our efforts the Society is not alone,

and we join other groups in bills that are of

mutual interest. Politics, of course, enters into

much of the legislation that is written, and there

are many times gray areas to which the Society

lends neither wholehearted support nor opposi-

tion. Some legislators seem to have the feeling

that the ills of mankind can all be solved by writ-

ing a bill and enacting a law. The Society

endeavors to take a stand that is credible and

responsible and not necessarily self-seeking. If

medicine is to be practiced with freedom and with-

out the burden of further bureaucratic restriction,

then it behooves us to continue our watchful

vigilance and participation in the activities of

the Senate and House chambers in Dover.

MS MS MS

THE FIFTH ANNUAL

IGNATZ SEMMELWEIS OBSTETRICAL SEMINAR

SEPTEMBER 13-16, 1979

Presented by the Department of Obstetrics and Gynecology of the

New Jersey Medical School—CMDNJ
At the

CHERRY HILL INN, CHERRY HILL, N.J.

For further information please contact

JOHN B. JOSIMOVICH, M.D.

Department of Obstetrics and Gynecology, New Jersey Medical School,

1 00 Bergen Street, Newark, New Jersey 07103

(201 ) 456-5499 or (201 ) 456-5456

CONTINUING EDUCATION CREDITS:
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DELAWARE PHYSICIANS' PRACTICE

IN UTERINE CANCER DETECTION

William G. Slate, M.B., Ch.B., M.S.

A survey of Delaware physicians (M.D.’s and

D.O.’s active in family practice, general surgery,

internal medicine, and obstetrics and gynecology)

was conducted by the American Cancer Society,

Delaware Division, to determine attitudes and

practices in connection with the detection of

uterine cancer in their offices. Responses were

received from approximately 48% (157/328) of

physicians surveyed. Type of practice is illus-

trated in Figure 1.

With only two exceptions (the offices of two

general surgeons), all respondents indicated that

they questioned their patients about recent Pap-

anicolaou smears. Most offices obtained Papani-

colaou smears. Only six did not (three family

practice, two internal medicine, and one general

surgery). Laboratories selected for examination

of Papanicolaou smears were as follows:

The Delaware State Laboratory 38%
A private laboratory in Delaware 29%
A private laboratory outside Delaware 25%
Hospital laboratory 8%

100%

Seventy-nine percent (45/57) of family practi-

tioners indicated they repeated the Papanicolaou

smear every six months, while 19% (11/57)
performed Papanicolaou smears annually. In

contrast, the corresponding figures for obstetri-

cian-gynecologists were 20% (5/25) (every six

months) and 80% (20/25) (annually).

Comment

Unless an abnormality is reported, an annual

Papanicolaou smear is generally considered ade-

quate. Proper technique for obtaining a Papani-

colaou smear demands that the speculum exami-

nation precede the manual examination. Never-

theless, 27% (14/157) of physicians indicated

that they performed a manual pelvic examination

before the speculum examination. The distri-

bution of those physicians performing manual

pelvic examinations prior to speculum examina-

tion, according to the type of practice, was as

follows:

Internal medicine 43% (16/37)

Family practice 31% (21/67)

General surgery 19% ( 3/16)

Obstetrics-gynecology 8% ( 3/37)

Only one obstetrician-gynecologist of the 37

responding did not take Papanicolaou smears

from new obstetrical patients even though they

had not had a smear during the previous year.

Dr. Slate is Director of the Department of Obstetrics and Gyne-
cology at the Wilmington Medical Center.
Dr Slate served as Chairman of the Uterine Cancer Task

Force, American Cancer Society, Delaware Division, Inc., and is

currently President-Elect of the organization.

The use of lubricant, even for insertion of the

speculum, is considered incorrect technique be-

cause it may result in a decrease in the readability

and reliability of the Papanicolaou smear. Twenty-

one percent (33/154) of physicians indicated that

they applied lubricant for introduction of the

speculum.
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FIGURE 1

PERCENTAGE BY SPECIALTY RESPONDING TO SURVEY

Family Internal

Practice Medicine

General

Surgery

35%

Obstetrics/

Gynecology

76%

A comparison of the source of sampling—exo-

cervix, endocervix, and vaginal “pool”—is shown

below. (Figure 2)

The most popular sampling is the combination

of exocervical and endocervical canal sampling

(38%) and then the endocervical with the vaginal

“pool” sampling (29%), while 21% of physi-

cians obtain specimens from all three areas.

The number of slides used for the Papanicolaou

smear, according to type of practice, was as fol-

lows:

Number of Slides

1 2 3

Family practice 34 20 2

Internal medicine 21 12 2

General surgery 4 10 1

Obstetrics-gynecology 13 10 1

Totals 72 52 6

Of all physicians responding to the survey, with

one exception, endometrial sampling was done

only in ob-gyn offices. Surprisingly, five of the 35

(14%) obstetrician-gynecologists do not employ

this valuable, simple, time- and money-saving

technique. Those obstetrician-gynecologists who
do endometrial sampling employ one or more of

the following techniques. (The number of physi-

cians using a given method is indicated in paren-

theses. )

Novak curette (18)

Vabra aspiration (13)

Gravlee jet wash (ID
Rubin curette ( 7)

Rolon ( 1)

Techniques Recommended for Obtaining

Samples for Cytologic Evaluation

Papanicolaou smears should be obtained before

a manual pelvic examination is done. Introduce

the speculum to expose the cervix without using

FIGURE 2

Family Internal General Obstetrics-

Practice Medicine Surgery Gynecology Totals

Exocervix 51 29 1 1 33 124

Cervical canal 36 13 8 29 86

Vaginal “pool” 29 17 9 1

1

66
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any lubricant. Make an attempt to identify the

squamocolumnar junction of the external os and

obtain a specimen directly from that area. To
obtain this sample of cells, ie, from the exocervix,

an Ayre or similar spatula may be used. When
the squamocolumnar junction is not easily visual-

ized and in post-menopausal women, an adequate

endocervical sample must be obtained. This is

accomplished preferably by using a glass pipette

or a saline-moistened, cotton-tipped applicator,

which is introduced well into the cervical canal.

In the latter instance, material obtained should

be rolled off onto the slide. No Papanicolaou

smear should be considered adequate unless ma-

terial is obtained from the area of greatest risk,

which would include the endocervix in post-meno-

pausal women and whenever the squamocolum-

nar junction is not readily identified. Material

obtained should always be spread on the slide

promptly and fixed immediately. (Figure 3) Any
drying of the specimen may adversely affect the

quality of the preparation and result in a false

negative.

FIGURE 3

PAP SMEAR POINTERS

"Fix” slide immediately.

Do a pelvic exam after taking smear.

Take sample from endocervix:

a) if entire squamocolumnar junction not identi-

fied

b) in post-menopausal women.

Talk to your cytopathologist.

In instances where two-cell samples are ob-

tained, they may be placed on a single slide or on

two separate slides. If a single slide is used,

both cell samples should first be obtained, then

placed on the same slide in rapid succession, and

fixed immediately. In other words, obtain the

first sample and allow it to remain on the spatula

while taking the second specimen. (This tech-

nique applies to all collections using more than

one cell sample, for example, from vaginal pool,

exocervix, and endocervix.)

For endometrial cytology, it is preferred that

a fluid fixative be used, eg, equal mixtures of

ether and 90% alcohol. A vaginal “pool” speci-

men is occasionally useful in the asymptomatic

post-menopausal woman when an endometrial

carcinoma is suspected. Vaginal, cervical, or

even endocervical smears are not an accurate

technique for the detection of endometrial lesions.

Rather, direct sampling of the endometrial cavity

is necessary.

Cytology Reports

Twenty-four percent (37/157) of Delaware

physicians stated that smears are reported to them

in descriptive terms. There is a move away from

using the designations of Class I through V. A
better understanding is gained by this new ap-

proach. It is important to communicate with

your pathologist and understand his interpreta-

tion and the meaning of his reports. It is ad-

vantageous to be able to discuss problem cases

directly with your pathologist. The ideal situa-

tion is where the pathologist who examines the

follow-up biopsy has also had the opportunity to

examine the cytologic specimen. (Figure 3) If

a biopsy does not adequately explain the ab-

normality detected by cytologic examination, ad-

ditional investigation is mandatory.

Cervical Biopsy

Few physicians except obstetrician-gynecolo-

gists are equipped to perform cervical biopsies.

Three of 37 (8%) obstetrician-gynecologists in-

dicated that they did not do office cervical bi-

opsies.

Colposcopy

Fourteen obstetrician-gynecologists (40%)
have colposcopes in their offices, whereas twenty-

one do not. One family practitioner reported

having a colposcope in his office. These statistics

indicate that use of the colposcope is gaining in

popularity, but may not reflect correctly the num-
ber of formally trained physicians using this

technique. It has been suggested that in order

to maintain proficiency in the use of the colpo-

scope, 100 to 200 patients with abnormal smears

should be examined each year. Nelson, Averette,

and Richart note that the colposcope requires

constant practice for a physician to achieve and

retain a high level of accuracy. 1 They do not

recommend colposcopy as a screening technique

and suggest that colposcopy is best suited to an

institutional setting where significant numbers of

abnormal smears are seen.
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Essentials of a Complete

Pelvic Examination

Having obtained cytologic smears and tissue

samples when indicated, the physician should now
do a thorough pelvic examination. This should

include careful inspection of the labia and clitoris.

The vagina and the cervix should have been

studied when exposed by the speculum. The

examiner should palpate for uterine abnormali-

ties and ovarian enlargements, noting that, with

rare exceptions, the normal ovary is not palpable

in the post-menopausal woman.

Finally, a pelvic examination is incomplete un-

less a rectal examination is done.

Summary

1. Forty-eight percent (157/328) of Delaware

physicians responded to a survey regarding

uterine cancer detection.

2. There is a very high level of sensitivity and

use of Papanicolaou smears in office practice

in Delaware.

3. Twenty-five percent of physicians use private

laboratories outside Delaware for cytologic

examinations.

4. Contrary to preferred technique, 27% of phy-

sicians perform a manual pelvic examination

before the speculum examination and 21% use

lubricants to introduce the speculum.

5. Forty percent of physicians employ the two-

slide technique for Papanicolaou smears.

6. Approximately one-third of physicians fail to

obtain an endocervical sample when taking a

Papanicolaou smear.

7. Reporting of Papanicolaou smears is by des-

criptive terms in 24% of instances.

8. Cervical biopsy and endometrial sampling are

performed almost exclusively in ob-gyn offices;

however, 8% do not do office cervical biopsy

and 14% refrain from endometrial sampling.

9. Forty percent of the obstetrician-gynecologists

responding have colposcopes in their offices.
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WHY EXERCISE?

Raymond C. Andries

. . if men exercised their bodies by motion

and work at appropriate times, they would need

neither physicians nor remedies."

Avicenna (980-1037 A.D.

)

1

Spoken at a time when the bulk of mankind

lived under the shadows of epidemics and poverty,

Avicenna’s admonition to exercise appears to be

an oversimplification at best. Nonetheless, cur-

rent medical research seems determined to con-

firm the wisdom of this Arab physician.

Today’s primary care physician is increasingly

committed to preventive medicine and patient

education. The often repeated admonitions to

stop smoking, to eat properly, to abstain from

alcohol, and to exercise seem to have become

watchwords of modern health. The first three

admonitions, while difficult for most patients to

follow, are at least self-explanatory.

On the other hand, advice to exercise may re-

quire considerable caution and explanation for

safe and effective practice. Utilizing the physi-

cian’s understanding of physiology to promote the

safety and efficacy of needed exercise can result

in an individualized exercise prescription.

All four of the health guidelines mentioned

above share a common Achilles’ heel: the diffi-

culty in motivating patients to exercise properly

and regularly. Success in preventive medicine

depends on securing a lifelong commitment from

patients to permanently alter their existing life-

style for the sake of an improved quality of life

and increased longevity. This kind of motiva-

tion cannot be implanted in a resistant patient, but

education and encouragement may uncover this

vital element in an already favorably disposed

patient.

The Geller-Gesner tables for health hazard

Mr. Andries, a medical student at Thomas Jefferson University,
recently served a family practice clerkship at the Wilmington
Medical Center.

appraisal offer an excellent baseline for patient

counseling in preventive medicine. 2 These pros-

pective medicine tables permit a rapid assessment

of the patient’s health status and include treat-

ment evaluations which predict the effect of ex-

ercise and other treatment modalities on the pa-

tient’s probability of ten-year survival. Further

incentive can be provided by teaching a positive

attitude towards exercise.

Atherosclerosis is the most common physical

disorder in Americans; coronary heart disease

accounts for 35% of US mortality figures. Within

this framework, it is only natural that exercise,

which is associated with improved cardiovascular

fitness, should be thought of as a defense against

heart disease. While these ideas are correct as

far as they go, this approach tends to minimize

the many other benefits conferred by regular ex-

ercise.

Recent reports suggest that exercise has a far-

reaching impact on intermediary metabolism. 3

Gallstones, depression, and constipation are a

few examples of health problems being linked

with a sedentary lifestyle. These findings and

others suggest that exercise is a natural require-

ment of the whole body rather than a specific

antidote against one or two diseases. Under-

standing this may help a physician to inculcate

the concept of exercise as a lifelong commitment.

Like most good things, the benefits of exercise

are not reaped without some risks. Fortunately,

these risks may be minimized through careful

medical evaluation and monitoring of the patient.

Medical evaluation prior to the initiation of

strenuous exercise can uncover hidden disease

in a safe, controlled manner. Once these medi-

cal problems are in the open, a safe program of

increased activity within the patient’s known limi-

tations may be instituted. Disease, even coronary

artery disease, is not a blanket contraindication

to all exercise.
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Unfortunately, many of the suggested protocols

for screening a patient prior to his/her starting

an exercise program are complicated and include

costly studies. These may include exercise spi-

rometry to determine maximum O2 uptake during

peak exercise or stress ECG (VO2 max expressed

in ml 02/kg of body wt/min). Stress ECG’s

cannot be done safely or effectively except in an

elaborate cardiology laboratory since a high num-

ber of abnormalities are missed if the patient is

not maximally stressed and this degree of risk

cannot be taken without adequate emergency

caic facilities available. 4

Dr. Kenneth Cooper, an international authority

in exercise therapy, suggests the following age-

related guidelines to medical screening:

Under 30 years: History and Physical Exami-

nation

30 to 39 years: History and Physical Examina-

tion with rest ECG
40 years and older: History and Physical Ex-

amination with rest and

stress ECG5

If significant risk factors such as familial heart

disease, hypertension, smoking, previous heart

disease, etc. are uncovered in the younger age

groups, additional evaluations may be needed.

Once the patient is found to be free of under-

lying disease, he/she is ready for an individualized

exercise prescription. The exercise prescription

should have four components: type of exercise,

frequency, duration, and intensity. 4

Type

The type of exercise selected should always be

of the endurance variety such as walking, jogging,

cycling, swimming, etc. Close attention should be

paid to the patient’s natural interests. A poor

choice in the type of exercise can result in a hin-

drance to the patient’s ongoing participation.

For example, predictable local weather conditions

may render an ambitious outdoor cycling routine

impractical, and availability of a swimming pool

is a fairly obvious ingredient for a successful

swimming program.

Frequency

Most researchers agree that the benefits of ex-

ercise are a short-term phenomenon. Three ex-
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Why Exercise?—Andries

ercise sessions per week are probably the mini- creases, while keeping the same key heart rate for

mum frequency to be advised. guidance.

Duration

Vigorous activity performed for even ten or

twelve minutes may induce a positive training

response, ie, a gradual increase in VCtemax.

Thirty minutes would be more representative of

an average exercise time required, however.

Intensity

This is the most important part of the pre-

scription. An overenthusiastic approach results

in the discouragement of the younger patient by

sore limbs, while the older individual risks more

serious complications. VCtemax bears a close re-

lationship to maximum heart rate. This correla-

tion allows the patient to use his pulse rate to

monitor both his progress and safety.

Adequate patient follow-up serves a dual pur-

pose. It allows the physician to assess changes

in physical condition and also provides the pa-

tient with additional motivation. Perhaps the

most important aspect of an exercise prescription

lies in the doctor-patient interaction necessary to

formulate and explain the prescription. This in-

teraction provides at least some of the support

necessary to effect a major lifestyle change.
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Dr. Wilmore states that training intensity should

fall between 50% and 70% of VC>2max, which

is approximately 65% to 80% of the patient’s

maximum heart rate. 4 The maximum heart rate

value for each patient can be determined by stress

testing as outlined in the American Heart Asso-

ciation’s Handbook for Physicians. 6 The simplest

method, however, is to utilize Dr. Cooper’s age-

related guides for training heart rates in patients

who are free of any complicating factors like

underlying heart disease. 5 ’ 15 150 (Figure 1) Moni-

FIGURE 1

GUIDELINES FOR TRAINING HEART RATES

WITH AGE ADJUSTMENTS

Age Heart Rate 1

(years) (beats per minute)

Under 30 160 1

30-34 155 i

35-39 150 1

40-44 145 1

45-49 145 1

50-54 140 1

55-59 140 1

60-64 135 1

65+ 130

toring intensity of exercise by Dr. Cooper’s train-

ing or “key heart rate” method allows the patient

to expand his program as his level of fitness in-
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Eaton PR, Simonelli C: Cardiovascular and metabolic effects of
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WILL MR. X PLEASE COME FORWARD?

Wilton Marion Krogman, Ph.D., LL.D., D.Sc.

Introduction

The skills of the forensic anthropologist come

into play when ordinary means of identification

are impossible because of decomposition or partial

or entire skeletonization. As examples may be

listed the skeletal remains of persons long lost in

the woods, or buried in a snowdrift, to be dis-

covered only in a spring thaw, or long dead in

an abandoned house. Fire, either domiciliary or

vehicular (auto, plane) is another cause as are

explosions (as in grain elevators) and severe

mangling or crushing, as in train or plane crashes.

Another category is intentional mutilation, as by

use of corrosive acids, scarifaction or slashing of

the face, hands, or feet, and dismemberment.

Abandonment, usually of infants, provides another

category. Finally, there is drowning, with long

immersion in the water and damage to soft parts

by fish and crustaceans. In 50 years’ experience

in the field of the identificaton of human remains

I have had instances in each of the foregoing cate-

gories.

The problem narrows down to this: Who is the

person represented by these often incomplete

skeletal remains? Was the person male or female?

Young or old? Short or tall? The object is to

describe as completely as possible a unique in-

dividual, one in many thousands.

The main items to be considered are seen in

outline scheme in Figure 1. The primary factors

are “the big three”: How old was the individual

at the time of death? To what racial stock or

ethnic group does the individual belong? What

is the sex of the individual? Obviously the more

skeletal material available, the more detailed and

accurate will be the interpretation. Often, how-

ever, only partial evidence is at hand: the skull

only, or a few long bones, sometimes fragmentary,

also called for; eg, the anthropologist works with

Dr. Krogman is Emeritus Professor of Physical Anthropology,
School of Medicine, University of Pennsylvania, and Chief of
Research, Lancaster Cleft Palate Clinic, Lancaster, Pennsylvania.

This paper is adapted from a presentation on September 23,
1978, at the 189th Annual Meeting of the Medical Society of
Delaware.
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the ballistics expert in cases involving gunshot

wounds, or with the orthopedic surgeon in cases

involving fractures. A forensic odontologist must

be consulted in all questions of detail where the

dentition is concerned.

The Epiphyses

At the time of the prenatal transition from

embryo to fetus, around the third month of intra-

uterine life, there are 806 separate centers of

bone development, mainly cartilaginous, but mem-
branous in the cranial vault, facial skeleton, and

clavicle. By birth they have decreased to about

450. In adult life there are 206 bones: 806 minus

206=600. What about these 600? They have

not disappeared; they have, in regular sequence

and by predictable time schedules, united with

adjacent bone centers to give rise to a total osteo-

logical unit. From my work with fetal, child, and

adult skeletal material a table of epiphyseal union

has been developed. 1 - 2 (Table 1 ) In the case of

skeletal material from a child below the age

of puberty (13-14 years) age may be approxi-

mated from the hand bones, ie, carpals, meta-

carpals, phalanges. These bones may be checked

against an atlas of hand-wrist x-ray films for the

presence of “maturity indicators,” which are cri-

teria of the developing architecture, particularly of

the capitate, lunate, and hamate.3 These include

size, shape, appearance of articular facets, and so

on. There are similar atlases for the knee and

ankle and foot. 4 -5

In different ethnic groups, such as Eskimos and

American Indians, the sequence may vary a bit,

as stated by Stewart. 0
It may also vary with

respect to time (age). McKern offers a greater

age-range, by a year or two, for iliac crest and the

long bones of arm and leg in white Americans. 7

The growing diaphyseal ends of the long bones

often show transverse lines, bands of increased

radiopacity. These are scars of arrested growth

—evidence of illness or nutritional imbalance. In

1935 I studied two sets of children’s long bones

399
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FIGURE 1
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Primary and Secondary Factors in the Procedural Skeletal Analysis in Forensic Anthropology

FIGURE 2

X-ray films of long bones of skeletons A and B from Hartsburg, Missouri, showing transverse lines at ends

of shafts
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TABLE 1

POSTNATAL UNION OF CENTERS OF
OSSIFICATION (Years: Months)

Scapula

Acromion 18:0-19:0

Vertebral margin 20:0-21:0

Inferior angle 20:0-21:0

Clavicle

Sternal end 25:0-28:0

Acromial end 19:0-20:0

Humerus
Head 19:6-20:6

Distal 14:0-15:0

Medial epicondyle 15:0-16:0

Radius

Proximal 14:6-15:6

Distal 18:0-19:0

Ulna

Proximal 14:6-15:6

Distal 18:0-19:0

Hand
Metacarpals 15:6-16:6

Phalanges 1 15:0-16:0

Phalanges II 15:0-16:0

Phalanges III 14:6-1 5:6

Pelvis

Primary elements 13:0-15:0

Crest 18:0-19:0

Tuberosity 19:0-20:0

Femur
Head 17:0-18:0

Greater trochanter 17:0-18:0

Lesser trochanter 17:0-18:0

Distal 17:6-18:6

Tibia

Proximal 17:6-18:6

Distal 15:6-16:6

Fibula

Proximal 17:6-18:6

Distal 15:6-16:6

Calcaneal epiphysis 14:6-15:6

Foot

Metatarsals 15:0-16:0

Phalanges 1 14:6-15:6

Phalanges II 14:0-15:0

Phalanges III 14:0-15:0

children, both of whom had been in poor health

for about one-and-a-half years prior to death.

Because of similarity of “scar” patterning, I con-

cluded that they were siblings. A was about five

years old at time of death, and B about two and

one-half. Sexing was not possible.

The Pubic Symphysis

In 1920-21 and 1930 Todd listed ten phases

of age-changes in male and female, white and

Negro pubic symphyses. 8 ’ 10 Nine morphological

traits were assessed: ridges and furrows on the

symphyseal face, dorsal margin, ventral beveling,

lower extremity, ossific nodules, upper extremity,

ventral rampart, dorsal plateau, and symphyseal

rim. Stages I-V covered the twenties, VI-VII the

thirties, and VIII-IX the forties and later. In

1955 Brooks reevaluated Todd’s ten phases and

increased the age-ranges slightly. 11 In 1957 Mc-

Kern and Stewart grouped Todd’s morphological

traits into three components, each having six

stages rated 0-5. 12 This system provided an age-

range of several years for each component, but

went only as far as 38+ years.

In 1970 Stewart described the “scars” of par-

turition in the female pubis as “depressions and/or

cavities on the dorsal surface (of the pubic sym-

physis) adjacent to the symphyseal articular sur-

face.
” 7 -pp - 127 ’ 136 Gilbert and McKern, however, feel

that after 40 years the standards for males cannot

be used for females. 13 They report that com-

pared to a male’s pubis that of a female of the

same chronological age may appear ten years

younger when the ventral rampart is assessed,

but ten years older based on the dorsal plateau.

In such a case it is advisable to go to the intrinsic

evidence of the ventral rampart rather than the

extrinsic dorsal plateau with its superimposed

quasi-pathologic changes.

(A and B), recovered, as intrusive (ie, second-

ary) burials, from an Indian mound in Hartsburg,

Missouri.* The two sets of bones are seen in

Figure 2. 1
I counted the number of “scars” in

humerus, radius, femur, tibia, fibula and recorded

the distance of each scar from the growing end

of the distal diaphysis.

The remains were determined to be from white

*The bones were associated with wood fragments (coffins?) and
hand-wrought iron nails of a type dated about 1840 A.D.

Suture Closure in the Skull

In 1924-25 Todd and Lyon published data on

the vault sutures of the skull in American white

and Negro males, both endocranially and ecto-

cranially. 14 - 17 In the analysis of age, based on

suture closure, those of the vault play the domi-

nant role: coronal, sagittal, lambdoid.

Estimate of endocranial suture closure is to be

preferred to ectocranial closure because of the
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phenomenon of “lapsed union.” Suture closure

in the vault begins endocranially and proceeds

outward; but it may happen, most frequently in

the sagittal suture, that closure once begun on

the inner side may lose its maturation directional

emphasis and only partly close on the outer side.

This results in “lapsed” or incomplete union, ob-

served as a ridging at the outer sutural margins.

I have seen this ridging so marked as almost to

constitute a sagittal “keel” of the skull vault.

Progressive union is scored on a five-point

scale. Zero equals no union; one equals 14 united;

two equals V2 united; three equals % united;

four equals completely obliterated. The vault

sutures are scored, upon the basis of sutural ser-

ration, in their several parts as follows:

Sagittal (front to back)

1 = pars bregmatica

2 = pars verticis

3 = pars obelica

4 = pars lambdica

Coronal (medial to lateral)

1 = pars bregmatica

2 = pars complicata

3 = pars stephanica

4 = pars pterica

Lambdoid (medial to lateral)

1 = pars lambdica

2 = pars intermedia

3 = pars asterica

Here are age data on the vault and the circum-

meatal sutures, from beginning to completion, in

years:

Suture Beginning Completion

Sagittal, 1 to 4 22 35

Coronal, 1 to 2 24 38

Coronal, 3 26 41

Lambdoid, 1 to 2 26 42

Lambdoid, 3 26 47

The circum-meatal sutures (spheno-frontal,

spheno-temporal, spheno-parietal, squamous, pari-

eto-mastoid, masto-occipital) begin to close be-

tween 22 and 37 years and attain completion

very late, from 64 to 81 years.

In these age categories there are no significant

race or sex differences. On an overall basis,

even when only a skull is available, suture-closure

age can be established within a decade, eg 40— 5

or 45± 5 years.

Race

There are three major racial stocks represented

in the American population: Caucasoid or “white”

TABLE 2

CRANIOFACIAL TRAITS OF THE THREE MAIN HUMAN STOCKS

Caucasoid
Nordic Alpine Mediterranean Negroid Mongoloid

(North European) (Central European) ( South European

)

Skull length Long Short Long Long Long

Skull breadth Narrow Broad Narrow Narrow Broad

Skull height High High Moderately high Low Middle

Sagittal contour Rounded Arched Rounded Flat Arched

Face breadth Narrow Wide Narrow Narrow Very wide
Face height High High Moderately high Low High

Orbital opening Angular Rounded Angular Rectangular Rounded
Nasal opening Narrow Moderately wide Narrow Wide Narrow
Lower nasal margin Sharp Sharp Sharp "Troughed”

or ‘‘guttered’

Sharp

Facial profile Straight Straight Straight Downward
slant

Straight

Palate shape Narrow Moderately wide Narrow Wide Moderately

wide
General impression Massive,rugged, Large, moderately Small, smooth, Massive, Large,

of the skull elongate. rugged, elongated pen- smooth, smooth,

ovoid rounded tagonoid to

ovoid

elongate,

constricted

oval

rounded
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of European origin, Negroid or “black” of Afri-

can origin, and Mongoloid or “yellow” of Asiatic

origin. In the US these are, respectively, Ameri-

can whites, American Negroes, American Indians.

There are three main ethnic groups within the

Caucasoids: Nordic, Alpine, and Mediterranean.

Racial and ethnic traits have been established in

the craniofacial skeleton. 1 (Table 2)

The long bones of arm and leg show an ab-

solute difference for sex, but none for race.

Proportionally, however, there is a race difference,

based on three indices: 1) intermembral index

(H + R/F + T); 2) brachial index (R/H); 3)

crural (T'/F) (H = humerus, R = radius,

F = femur, T = tibia.) Race and sex differences

emerge as follows:

1. Male bones are longer than female bones.

2. Negro bones are not significantly longer than

white bones.

3. The intermembral index shows no consistent

race or sex differences.

4. The brachial index is higher in Negroes

(relatively long forearm).

5. The crural index is higher in Negroes (rela-

tively long lower leg).

6. Ranges are so great that long bones have no

real diagnostic value; at best, they may cor-

roborate findings in the skull.

7. If only long bones are available, sex may
be subjectively inferred if bones are abso-

lutely long (male), and if they are “rugged,”

with well-developed areas of muscle attach-

ment (male), or smooth and gracile (fe-

male).

Obviously in the US one must be prepared to

analyze a skeletal case where race-mixture is

present. In the 1930’s I worked on such a case.

After a torrential rain the bank of a creek near

Cleveland eroded and bones were uncovered.

When an initial diagnosis of female was made, the

police at first felt that the skeleton may have been

that of a white woman, a witness to a murder,

who had disappeared. A more careful appraisal

substantiated the sex, but not the race. The skull

and the skeleton pointed to white + Negro: 14

traits in the skull, and eight in long bones and

pelvis were evaluated as follows:

Skeletal trait White Negro Uncertain

(W) (N)

I. Skull

1. Shape (breadth/

length) X

2. Height (height/

length) X

3. Total face

proportions X

4. Upper face

proportions X

5. Orbital shape X

6. Interorbital width X

7. Nasal aperture X

8. Palate shape X

9. Forehead contour X

10. Roof or vault

contour X

1 1 . Facial slope X

12. Teeth: size, form X

13. Upper front teeth X

14. Lower jaw contour X

Totals 4 5 5

II. Long bones, pelvis

1. Shape of thigh bone X

2. Shape of shin bone X

3. Shape of sacrum X

4. Proportions of pelvis X

5. Form of pelvis X

6. Forearm/upper

arm ratio X

7. Shin/thigh ratio X

8. Arm/leg ratio X

Totals 3 1 4

Overall 7 6 9

In this tabulation “uncertain” means that a

specific trait is a-racial, ie, a non-specific charac-

teristic of Homo sapiens. The W-N skull traits

were about 50:50, those of pelvis and long bones

were about 67:33 in favor of W. Therefore, 1

concluded an overall ratio of five-eighths white,

three-eighths Negro. When later identified, the

woman proved to be one-half white, one-half

Negro, so my racial diagnosis was only one-eighth

off.

Often long bones are fragmentary, ie, distal
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Trait

Pelvis as a whole
Symphysis

Subpubic angle

Obturator foramen
Acetabulum

Greater sciatic notch

Ischiopubic rami

Sacro-iliac articulation

Preauricular sulcus

Ilium

Sacrum

Pelvic brim, or inlet

True pelvis, or cavity

TABLE 3

SEX DIFFERENCES IN PELVIC MORPHOLOGY
Male

Massive, rugged, marked muscle sites

Higher

V-shaped, sharp angle

Large, often ovoid

Large, tends to be directed laterally

Smaller, close, deep
Slightly everted

Large

Not frequent

High, tends to be vertical

Longer, narrower, with more evenly

distributed curvature; often 5+
segments

Heart-shaped
Relatively smaller

Female

Less massive, gracile, smoother
Lower

U-shaped, rounded; broader divergent

obtuse angle

Small, triangular

Small, tends to be directed

anterolaterally

Larger, wider, shallower

Strongly everted

Small, oblique

More frequent, better developed
Lower, laterally divergent

Shorter, broader, with tendency to

marked curve at SI -2 and S3-5; 5

segments the rule

Circular, elliptical

Oblique, shallow, spacious

and/or proximal parts are missing. This situation

demands a precise knowledge of the morphology

of each bone, for the pan available must be ex-

pressed as a percentage of the "whole in the esti-

mation of total length. Muller18 and Steele 7 '??- 85 90

have relevant tabular data for fragmenting long

bones.

Sex

The sexing of the skeleton is best seen in the

pelvis and in the skull. In Table 3 are shown

sex differences in pelvic morphology. Table 4

shows sex differences in cranial morphology. 1

On the basis of morphology, morphometry, and

relative completeness of skeletal material, the

chances in percent of sexing the bones correctly

can be stated. 10 (Table 5)

Stature Calculation

For the calculation of stature from the long

bones the femur is the most reliable.

Here, taken from Trotter, are formulae for the

femora of four ethnic groups, male and female

(in cm) :
7 .pp - 7184

Male

American white S = 2.38 (F) + 61.41 ± 3.27

American Negro S = 2.11(F) -f- 70.36 ± 3.94

Mongoloid S = 2.15(F) + 72.57 ± 3.80

Mexican S = 2.44(F) 58.67 ± 2.99

General size

Architecture

Supra-orbital ridges

Mastoid processes

Occipital area

Frontal eminences
Parietal eminences
Orbits

Forehead
Cheek bones
Mandible

Palate

Occipital condyles

Teeth

TABLE 4

SKULL TRAITS DIAGNOSTIC OF SEX

Male

Large (endocranial volume 200 cc. more)
Rugged
Medium to large

Medium to large

Muscle lines and protuberance marked
Small

Small

Squared, lower, relatively smaller, with

rounded margins

Steeper, less rounded
Heavier, more laterally arched
Larger, higher symphysis, broader

ascending ramus
Larger, broader, tends more to U-shape
Large

Large; lower Ml more often 5-cusped

Female

Small

Smooth
Small to medium
Small to medium
Muscle lines and protuberance not marked
Large

Large

Rounded, higher, relatively larger, with

sharp margins

Rounded, full, infantile

Lighter, more compressed
Small, with less corporal and ramal

dimensions

Small, tends more to parabola
Small

Small; molars most often 4-cusped
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Female

American white S = 2.47(F) -f- 54.10 ± 3.72

American Negro S = 2.28(F) + 59.76 ± 3.72

Mongoloid S

Mexican S

As an example of the application of a formula

we may look at a male white femur 40 cm in

length:

S = 2.38 (40.0) + 61.41 ± 3.27

= 95.20 + 61.41 ± 3.27

= 156.61 ± 3.27

There are 2.54 cm to 1”.

156.67
= 61.58”

2.54

3.27
= 1.28”

2.54

The 61.58” is an average or mean value. The
1.28” is the Standard Error (SE) of the mean.

If the SE is multipled by two (2 X 1-28 =
2.56), then the chances are 95 times in 100 that

the true mean is -f or — 2.56, a range of about

5”, or 59.02” to 64.06”.

Duration of Interment: Factors

Estimate of duration of interment is not a pre-

cise science, for there are too many variables:

eg, in water, on top or in ground, the type of soil,

climate, season, and so on. 19 A body exposed to

the air decomposes faster than one in the ground.

The rate of decomposition is greatest in the sum-

mer, slower in winter. Bodies exposed in late

autumn and winter may show little change in four

to five months. Cold water slows decomposition,

warm water accelerates it. Dry heat may lead to

mummification. The decomposition of soft tissue

proceeds very rapidly at first, but some soft tissue

may persist for as much as 20 years, especially

at sites of tendinous attachments. Predator ani-

mals may hasten the disappearance of soft tissue.

Adipocere forms faster in warm water than in

cold and may persist as long as 50 years. In

inland waters, bone breaks down faster than in

the ground. In a river, a body becomes skele-

tonized in two to three years, depending on the

depth and the speed of the current, the tempera-

ture of the water, and the presence of fish and

crustaceans.
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TABLE 5

PERCENT CHANCE OF SEXING BONES CORRECTLY

Entire skeleton = 100%
Skull alone = 90%
Pelvis alone = 95 %
Skull and pelvis = 95%
Long bones alone = 80%
Long bones and skull = 90 % —

Long bones and pelvis = 95 %+

Bodies in the ground are affected by the make-

up of the soil. Deep humus, as in a wooded area,

and a clay-loess are not favorable to preservation,

but lime soil is favorable. The nature of the soil

is a variable: moisture vs aridity; acidity and lime

content. A dry soil with a high sandy content

will slow decomposition up to six or seven years;

soil impervious to water may decelerate decom-

position for two to three times as long. In an

acidic, marshy soil, cortical bone decalcifies and

becomes pitted, fissured, scaly, and crumbly, es-

pecially at the articular ends. As a general rule,

flat bones break down faster than long bones,

and bones of the very young and the very old do

so faster than those of middle-age. Generally

rootlets and insects in the soil increase the fria-

bility of bone surfaces.

Physiognomic Restoration

The skull is the matrix upon which the soft

tissues of head and face are superimposed.

A skull-to-head and face methodology has been

developed. Facial features are related to orbit

(eye), nasal aperture and nasal bridge (nose), an-

terior dental area (lips), external auditory meatus

(ear), head and face breadths (bi-parietal, fore-

head, zygomatic arches, mandible, inter-orbital

and dental arches). The thickness of overlying

soft tissues has been based on two types of analy-

sis: gross dissection and x-ray headfilms which

portray both hard and soft tissues.

In Figures 3 and 4 is presented a step-by-step

demonstration of a skull-to-head experiment, in-

volving a skull plus mandible from a cadaver.

Figure 3 is a facial view with blocks of clay num-

bered 1-15 representing the tissue thickness at

specific sites: blocks 1-8 are midline, 9-15 are bi-

lateral. As examples, 5 and 6 are M. orbicularis

oris, 7 is M. mentalis, 15 is M. massetericus, and
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FIGURE 3

Skull of adult male Negro with 15 blocks of clay

designating tissue thickness

so on. These are guides to the artist who will

draw physiognomic details on the facial view of

the skull. The drawing is seen in Figure 4, half-

and-half, ie, right half face, left half skull (pig-

mentation not attempted).

In recent years I have devised a mensuration

and descriptive method for adult whites and

Negroes, male and female: “Procedure in Physio-

gnomic Restoration Based on Cranial Measure-

ments and Proportions” (unpublished). Age,

race, and sex are first determined. The skull is

then carefully measured, and descriptive traits

are recorded. All of this information is made

available to the police artist as we work together

with the skull before us.

1 have now added one major step. The skull

is x-rayed in two views, at right angles: full face

view ( norma facialis) and profile view ( norma

lateralis). These two x-ray films are then care-

fully traced on acetate tracing paper; five Xerox

copies are made of each view. These ten copies

are the basis for a first-draft sketch of the face,

front and side. A case history will illustrate the

method.

Case History

On April 22, 1978, a badly decomposed body

of an unknown white male (“Mr. X”) was found

on the banks of the Tioughnioga River near Killi-

wog, New York. On May 31, 1978* I received

the skull and mandible of “Mr. X” plus infra-

cranial x-ray films. The skull was slightly dam-

aged (left side of nasal aperture, lower margin

left orbit, left zygo-maxillary area). When the

facial x-ray film was traced, the left naso-orbital

area was mirror-imaged from the intact right side.

*1 am indebted to Capt. J. J. Strojnowski of Troop “C,” New
York State Police, Sidney, New York, for the opportunity to work
with this very interesting case.

FIGURE 4

Drawing on skull as in Figure 3, with facial fea-

tures on right half, clay blocks on skull in left half
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FIGURE 5

Tracing of the facial x-ray film of the skull of ‘‘Mr.

X”
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FIGURE 6

First fill-in of physiognomic details, facial view,

of tracing of Figure 5, by Buckley and Krogman

I

1

FIGURE 7

Tracing of the lateral x-ray film of the skull of

“Mr. X”

FIGURE 8

First fill-in of physiognomic details, lateral view,

of tracing of Figure 7, by Buckley and Krogman



Will Mr. X Please Come Forward?—Krogman

FIGURE 9

Drawing by Buckley of the lateral (profile) view of

“Mr. X”

The man was edentulous. On the basis of endo-

cranial vault suture closure I assessed age as 47

years. The skull and mandible were x-rayed by

Mr. James Hecht, staff radiologist at the Lan-

caster Cleft Palate Clinic.

On June 3, 1978, I had a meeting with per-

sonnel from the Criminal Investigation unit under

Captain Strojnowski.* Artist Buckley and I

worked together. We started with the orbit: bi-

orbital breadth was estimated at 98 mm. Inter-

orbkal breadth was 27 mm; orbital height, 32 mm;
orbital breadth, 37 mm. The eye was drawn in

the; middle of the orbital aperture. From the in-

terorbital and biorbital breadths we calculated the

length of each palpebral fissure; this calculation

permitted us to draw in the eyelids. Moderately

thick eyebrows were drawn in 3-5 mm above the

upper orbital margin. A perpendicular line drop-

^Present were Investigator Joseph Begley, Police Artist Herbert
Buckley, Forensic Odontologist Philip Colella, D.D.S., Supervisor
James Stuart of the Forensic and Toxicology Laboratory, Senior
Investigator George Truesdail, and the Misses Jan Ewanow and
Pauline Moffitt.
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ped from the mid of each pupil gave the comers
of the mouth. Since he was edentulous, the lips

were drawn thin and slightly inverted. Since

the nasal aperture had a breadth of 24 mm, we
allowed 24 mm + 10 mm or 34 mm for breadth

across the alae of the nose, a white nose-breadth

trait. In lateral view, the axis of the nasal bridge

is projected down and forward; the axis of the

palate at the level of the anterior nasal spine is

projected horizontally forward. Where the lines

of bridge and palate axes intersect approximates

the tip of the nose. From here we go to the ear

using the external auditory meatus as a focal area,

and move on to estimate tissue thickness across

the cheekbones and the lower jaw, and on the

forehead, the chin, and so on.

In Figures 5-9 are presented the basic pro-

cedures. Figure 5 is the tracing of the facial x-ray

film. Figure 6 is a first approximation of facial

features drawn in by Artist Buckley upon the

basis of the measurements made available by me.

The man is depicted as balding, with a parieto-

temporal fringe of head hair. Nasolabial sulcus

is deep, drawn in by the thin lips compressed over

toothless dental arches. Figure 7 is the tracing

of the lateral x-ray film. The edentulous jaws

are depicted apart as they would have been in a

rest position in life. Figure 8 is Artist Buckley’s

filled-in drawing over the lateral tracing. The
nose is convex, with recurved nostrils. The thin-

lipped mouth and the edentulous jaws plus a

rather prominent nose give a so-called “nut

cracker jaw” appearance. Figure 9 is Artist Buck-

ley’s final rendering, showing the sparse parieto-

temporal hair.

On Sunday, June 4, 1978, the three renderings

by Artist Buckley were published in the Sun

Bulletin of Binghamton, New York. On Tues-

day, June 6, 1978, “Mr. X” was identified. Ac-

cording to Investigator Begley he had “not been

seen or heard from” since Thanksgiving, 1977.

“Mr. X” was 47 years old.
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A reminder

ZYLOPRIM
(allopurinol)

100 and 300 mg scored Tablets

• inhibits uric acid formation

• helps prevent urate crystal

depositions in synovia

• reduces risk of uric

acid lithiasis

INDICATIONS AND USE: This is not an innocuous
drug and strict attention should be given to the
indications for its use. Pending further investiga-

tion, its use in other hyperuricemic states is not
indicated at this time.

Zyloprim " (allopurinol) is intended for

1. treatment of gout, either primary, or secondary to the

hyperuricemia associated with blood dyscrasias and

their therapy;

2. treatment of primary or secondary uric acid nephrop-

athy, with or without accompanying symptoms of gout;

3. treatment of patients with recurrent uric acid stone

formation;

4. prophylactic treatment to prevent tissue urate deposi-

tion, renal calculi, or uric acid nephropathy in patients

with leukemias, lymphomas and malignancies who are

receiving cancer chemotherapy with its resultant ele-

vating effect on serum uric acid levels.

CONTRAINDICATIONS: Use in children with the

exception of those with hyperuricemia secondary to

malignancy The drug should not be employed in nursing

mothers.

Patients who have developed a severe reaction to

Zyloprim should not be restarted on the drug.

WARNINGS: ZYLOPRIM SHOULD BE DISCONTINUED
AT THE FIRST APPEARANCE OF SKIN RASH OR ANY
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rash may be followed by more severe hypersensitivity

reactions such as exfoliative, urticarial and purpuric

lesions as well as Stevens-Johnson syndrome (erythema

multiforme) and very rarely a generalized vasculitis which

may lead to irreversible hepatotoxicity and death.

A few cases of reversible clinical hepatotoxicity have

been noted and in some patients asymptomatic rises in

serum alkaline phosphatase or serum transaminase have

been observed Accordingly, periodic liver function tests

should be performed during the early stages of therapy,

particularly in patients with pre-existing liver disease

Patients should be alerted to the need for due precau-

tions when engaging in activities where alertness is

mandatory.

Nevertheless, iron salts should not be given simulta-

neously with Zyloprim This drug should not be
administered to immediate relatives of patients with

idiopathic hemochromatosis.

in patients receiving Purinethol® (mercapto-
purine) or Imuran® (azathioprine), the concomitant
administration of 300-600 mg of Zyloprim per day
will require a reduction in dose to approximately
one-third to one-fourth of the usual dose of mercap
topurine or azathioprine. Subsequent adjustment
of doses of Purinetnol or Imuran should be made
on the basis of therapeutic response and any
toxic effects.

Usage in Pregnancy and Women of Childbearing Age
Zyloprim® (allopurinol) should be used in pregnant

women or women of childbearing age only if the potential

benefits to the patient are weighed against the possible

risk to the fetus.

PRECAUTIONS: Some investigators have reported an

increase in acute attacks of gout during the early stages
of allopurinol administration, even when normal or sub-

normal serum uric acid levels have been attained.

It has been reported that allopurinol prolongs the half-life

ot the anticoagulant, dicumarol. This interaction should

be kept in mind when allopurinol is given to patients

already on anticoagulant therapy, and the coagulation

time should be reassessed

A fluid intake sufficient to yield a daily urinary output of

at least 2 liters and the maintenance of a neutral or,

preferably, slightly alkaline urine are desirable to (1)

avoid the theoretic possibility of formation of xanthine

calculi under the influence of Zyloprim therapy and (2)

help prevent renal precipitation of urates in patients

receiving concomitant uricosuric agents.

Patients with impaired renal function require less drug

and should be carefully observed during the early stages

of Zyloprim administration and the drug withdrawn if

increased abnormalities in renal function appear.

In patients with severely impaired renal function, or

decreased urate clearance, the half-life of oxipurinol in

the plasma is greatly prolonged. Therefore, a dose of 100

mg per day or 300 mg twice a week, or perhaps less,

may be sufficient to maintain adequate xanthine oxidase

inhibition to reduce serum urate levels. Such patients

should be treated with the lowest effective dose, in

order to minimize side effects.

Mild reticulocytosis has appeared in some patients.

As with all new agents, periodic determination of liver

and kidney function and complete blood counts should be

performed especially during the first few months of

therapy.

ADVERSE REACTIONS:

Dermatologic Because in some instances skin rash has

been followed by severe hypersensitivity reactions, it is

recommended that therapy be discontinued at the

first sign of rash or other adverse reaction (see

WARNINGS). Skin rash, usually maculopapular, is the

adverse reaction most commonly reported.

Exfoliative, urticarial and purpuric lesions, Stevens-

Johnson syndrome (erythema multiforme) and toxic

epidermal necrolysis have also been reported.

A few cases of alopecia with and without accompany-

ing dermatitis have been reported.

In some patients with a rash, restarting Zyloprim

(allopurinol) therapy at lower doses has been accom-

plished without untoward incident.

Gastrointestinal: Nausea, vomiting, diarrhea, and inter-

mittent abdominal pain have been reported.

Vascular. There have been rare instances of a general-

ized hypersensitivity vasculitis or necrotizing angiitis

which have led to irreversible hepatotoxicity and death.

Hematopoietic Agranulocytosis, anemia, aplastic

anemia, bone marrow depression, leukopenia, pancy-

topenia and thrombocytopenia have been reported

in patients, most of whom received concomitant drugs

with potential for causing these reactions. Zyloprim®

(allopurinol) has been neither implicated nor excluded

as a cause of these reactions.

Neurologic. There have been a few reports of peripheral

neuritis occurring while patients were taking Zyloprim.

Drowsiness has also been reported in a few patients.

Ophthalmic There have been a few reports of cataracts

found in patients receiving Zyloprim. It is not known
if the cataracts predated the Zyloprim therapy. Toxic”

cataracts were reported in one patient who also

received an anti-inflammatory agent; again, the time

of onset is unknown In a group of patients followed

by Gutman and Yu for up to five years on Zyloprim

therapy, no evidence of ophthalmologic effect attribut-

able to Zyloprim was reported.

Drug Idiosyncrasy . Symptoms suggestive of drug idio-

syncrasy have been reported in a few patients. This

was characterized by fever, chills, leukopenia or leuko-

cytosis, eosinophilia, arthralgias, skin rash, pruritus,

nausea and vomiting.

OVERDOSAGE: Massive overdosing, or acute poison-

ing, by Zyloprim has not been reported.

HOW SUPPLIED: 100 mg (white) scored tablets,

bottles of 1 00 and 1 000; 300 mg (peach) scored tablets,

bottles of 30, 100 and 500. Unit dose packs for each

strength also available.

Complete information available from your local B. W.

Co. Representative or from Professional Services Depart-

ment PML.
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THE CEPHALOSPORIN STORY

The introduction of cefamandole and cefoxitin

for clinical use provides clinicians with seven

parenteral cephalosporins for the treatment of

patients with bacterial infections.

This proliferation of cephalosporin antibiotics

(with more on the way) has resulted in the need

for identifying cephalosporins by generation. The

first generation cephalosporins are cephalothin,

cephaloridine, cephapirin, cephradine, and cepha-

cetrile. All of these are short-acting cephalo-

sporins except for cephaloridine, which has little

use in this country because of its nephrotoxicity

potential. Cephacetrile was approved by the FDA
but has never been marketed in this country.

Cephalothin is the prototype of the cephalo-

sporins with cephapirin appearing to be identical

from the standpoint of therapeutic efficacy and

toxicity. Cephradine is less active against gram

positive organisms than cephalothin or cephapirin

and has not had extensive clinical use in the

United States.

Cefazolin, the second generation cephalosporin,

has the longest half life and the highest protein

binding of any of the currently available members

of this antibiotic group. The advantage of cefa-

zolin is that one may administer it every eight

hours in the treatment of serious infections, with

a reduction in nursing care time. There is a con-

troversy concerning the efficacy of cefazolin in

the treatment of serious infections due to Staphylo-

coccus aureus with reputable infectious disease

experts on each side of the issue.

Cefamandole and cefoxitin represent the third

generation of cephalosporins, and these two anti-

biotics have a spectrum slightly (but significantly)

different from the prototype cephalosporins. Both

of these antibiotics have activity against cephalo-

thin-resistant enteric organisms which have be-

come important hospital pathogens. Cefamandole

is particularly effective against cephalothin-resist-

ant strains of Enterobacter and indole-positive

Proteus and, in addition, has good activity against

ampicillin-resistant strains of H. influenzae. Like

other cephalosporins, however, it does not cross

the blood-brain barrier with any predictability and

therefore should not be used in the treatment of

hemophilus meningitis.

Cefoxitin is, likewise, effective against many of

the Enterobacteriaceae which cause nosocomial

infection, particularly Serratia sp. and indole-posi-

tive Proteus sp. Another advantage of this anti-

biotic is its activity against B. fragilis; cefoxitin

inhibits about 80 percent of the clinical isolates

of this organism while none of the other cephalo-

sporins are effective in the therapy of infections

due to B. fragilis. It should be pointed out

that there have been no controlled studies com-

paring cefoxitin with clindamycin and chloram-

phenicol in the treatment of B. fragilis infec-

tions, so at the moment, it is not known if cefoxi-

tin is as good as these known effective agents.

Since cefamandole and cefoxitin are both con-

siderably more expensive than the older cephalo-

sporins, they should be used to treat specific in-

fections, and they should not replace the first gen-

eration cephalosporins for general hospital use.

Finally, several fourth generation cephalo-

sporins are in various stages of development, and

three are currently being used in patients on an

investigational basis. These new cephalosporins

have a broad spectrum that includes pseudo-

monads and the anaerobic pathogens. It is quite

possible that in the next few years these agents

will replace the aminoglycosides and cephalo-

sporins that we use today.

W.J.H.
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WHAT IS NORMAL?

In a recent letter to the editor of the Journal

of the American Medical Association, a 38-year-

old jogging psychiatrist commented on the ab-

normal laboratory test results found at his annual

physical examination. 1 Since he felt well, he

declined further investigation which had been

recommended by several consultants—undoubt-

edly a wise decision. The test results obtained

were as follows with quoted normals in paren-

theses: BUN 21.1 mg/dl (5-20 mg/dl), SGOT
56 Reitman-Frankel units (0-30 units) and lac-

tate dehydrogenase (LDH) 80 IU/L (24-78 IU/

L). Fortunately, the physician did not have

creatine kinase levels determined.

This letter raises three important points which

need to be considered in the interpretation of the

laboratory test result that is abnormal. We need

to take into account the analytical variation in-

herent in the test, the manner in which the normal

range has been constructed, and our own concept

of what is meant by ‘normal.’

Assuming that the laboratory’s analytical pre-

cision was good, we can say that the 95% confi-

dence limits for a BUN of 21 mg/dl are 19-23

mg/dl and for an LDH of 80 IU/L, the limits

would be 75-85 IU/L. The 95% confidence

limits for an SGOT of 56 units would be 50-62

units. It is entirely possible that by repeating the

BUN and LDH tests, the results would have

been in the ‘normal’ range and only the SGOT
would remain ‘abnormal.’ That many physicians

know, perhaps intuitively, that there is inherent

variation in even the best controlled laboratory

tests has been demonstrated by Skendzel. 2 After

studying a series of simulated clinical problems

that included laboratory data, a group of internists

were asked to state what change in test result

would alter their diagnosis or treatment. For most

of the tests studied, the significant test change

chosen was in excess of the upper or lower 95%
confidence limit. Most disagreement came in eval-

uating changes in calcium or triglyceride values;

with calcium in particular, close to half the par-

ticipants chose as significant a change which

could be accounted for by analytical variation.

The contribution of analytical error to the ‘normal

range’ can be quite significant. Laboratory pre-
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cision in the measurement of sodium by flame

photometry is generally excellent; nevertheless,

the analytical error component of the ‘normal

range' is in the region of 40%. 3
It is possible,

by using Bayesian statistics, to take into account

the analytical variation of the measurement and

assign a probability of abnormality to any value,

but, in general, this is not very helpful. 4

Murphy has given seven definitions for the

word normal, from its use to describe the bell-

shaped curve of the Gaussian distribution to its

entirely subjective use in metaphysics. 5 In the

laboratory, the normal range is most usually de-

veloped by taking a range of values in presumably

healthy people. In clinical medicine, normal may

be more usefully defined as being synonymous

with health. In one of the earliest articles to dis-

cuss this problem. King defines normal not as

the average, but that which functions in accor-

dance with its design. n He states, “Averages do

not define the normal state of health; it is the

absence of malfunction which does so.” While

this appears to be a reasonable definition, Smith

takes King to task and concludes that the con-

cept of normal is an illusion. 7 He goes on to say,

“It is not easy to abandon one’s illusions. Those

who walk among the sick ask themselves many
times a day, is this normal or abnormal? The

physician who would prevent rather than cure

disease must carry the question into that no-man’s

land where disease is nascent and difficulty dis-

coverable—where does the normal end and dis-

ease begin?”

Thirty years after Homer Smith wrote these

words, we are still struggling with the whole con-

cept of normality, and laboratories still publish

normal ranges. As a way out of the sylleptic

ambiguity of the word normal, the term ‘refer-

ence value’ has begun to be used. 8 This is not

just another exercise in semantics, for we can

define the reference group any way we wish.

The reference group may be defined by age, sex,

food intake, posture, activity, socio-economic

status, and so on. Alternatively, it may be defined

in a more general sense, for example, male blood

donors without invoking any concept of normality

in the population studied. Most reference ranges

will still encompass 95% of the reference group,

whether this is arrived at by using a Gaussian or

Baynard Optical

!

|
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Spectacles and Lenses
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Company

a non-parametric technique, so there are still limi-

tations in the usefulness of such a range.

Clearly, the normal range is unsatisfactory, for

what the physician really needs are decision

values, and these will vary depending on the diag-

nosis to be made and the importance (cost) of

making it or not. Serum creatine kinase is a test

frequently requested when myocardial infarction

is suspected. The upper limit of the reference

range at the Wilmington Medical Center, based

on adult male blood donors, is 120 IU/L. Using

the data developed by Galen and Gambino,0 the

cut-off point for maximum sensitivity in the diag-

nosis of myocardial infarction would be 60 IU/L.

This would result in many false positive results,

close to 40%, but if it was important never to

miss the diagnosis, then 60 IU/L would be the

decision value.

If, on the other hand, we never want to diag-

nose myocardial infarction unless we are virtually

sure that the patient has the disease, the decision

value becomes 400 IU/L and we will miss 35%
of patients with myocardial infarction. When
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testing for myocardial infarction, it may well be

best to opt for the highest efficiency—that point

at which we get the highest percentage of true

results, whether positive or negative; the decision

value would then become 200 IU/L. At this point

there would be approximately 15% false positives

and 15% false negatives. The reader will notice

that none of the decision values matches the upper

limit of the reference range. This demonstrates

clearly that the establishment of a decision value

for a given test must be done in a clinical setting;

it cannot be done in the isolation of the labora-

tory. It also demonstrates that normal or refer-

ence ranges have very limited value as aids to

diagnosis.

Benson writes, “The normal range has had a

vague but comforting role in laboratory medicine.

It looms on the horizon of our consciousness, per-

fectly symmetrical like a Mount Fujiyama, some-

what misty in its meaning, yet gratefully revered

and acknowledged. Far from being simple and

pure, however, like a cherished illusion of child-

hood, on close examination, it proves to be mad-

deningly complex and is indeed one of the most

stubborn and difficult problems limiting the useful-

ness of clinical laboratory data.” 10 Let us aban-

don our illusions and look at laboratory tests for

what they are, as but one part of a puzzle which

comes together as a diagnosis or treatment plan.

P.J.P.
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There is an alternative to

drugs in fighting the battle

against pain.

Many medical professionals

agree that drugs, with their

known side effects, are not

always the best weapon to

combat pain. There is an

alternative: Transcutaneous

Electrical Nerve Stimulation

(TENS). Helping to manage pain

electronically.

Stimtech is a leading

manufacturer of a full line of

TENS devices and accessories.

In addition to the STIMPULSE™
and STIMETTE™ Stimulators
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therapy can help you and your

patients.
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1 320 Washington Street
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this device to sale by, or on the order of, a

physician. Warnings: For external use
only. TENS devices can affect the opera-
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mended for use by patients with known
myocardial disease or arrhythmias, with-

out physician evaluation. Do not stimu-

late the eye area. Do not stimulate over
the carotid sinus nerves, laryngeal, or

pharyngeal muscles. Do not allow chil-

dren to operate TENS devices without
adequate adult supervision. Avoid abrupt
changes of stimulator controls while
operating dangerous machinery. Contra-
indications: Absolute contradindications

have not been established. Precautions:
Safety of stimulation has not been
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areas: Do not stimulate the eye area.
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ARRHYTHMIAS—Case Studies by Lester B. Jacob-

son, M.D. and Nora Goldschlager, M.D., Medical

Examination Publishing Co, Inc., Garden City, New
York, 1978. 435 pp. Price $16.00. Spiral Bound.

This book resembles many of the spiral-bound

soft-covered books that are rapidly appearing

today on EKG case studies as well as on many
other topics.

This book contains 50 case histories and the

related cardiac arrhythmias and attempts to dem-

onstrate the most common arrhythmias and the

typical history associated with each arrhythmias.

The authors also attempt to demonstrate the ap-

propriate treatment of each arrhythmia and the

response to treatment via 50 noteworthy cases

and the patients’ hospital course. The authors

succeed admirably in writing a book that fills a

gap (from textbook to patient handling) in teach-

ing medical students, house staff, and family phy-

sicians on the step-by-step handling of cardiac

arrhythmias (both what to do and what not to

do and why).

The EKG’s, questions, and case histories are

informative and up-to-date. Also included is a

relatively recently seen phenomenon—drug-in-

duced dysrhythmias. Each case history includes

a bibliography.

My main complaint is that the EKG’s are sepa-

rate from the case history and problems, thus re-

quiring the reader to turn back and forth fre-

quently. In addition, the answers follow immedi-

ately after the questions; hence it’s almost impos-

sible not to cheat and therefore defeat the purpose

of this book

Arrhythmias—Case Studies is recommended to

medical students, house officers, interested family

physicians, and hospital libraries.

Howard Leibowitz, M.D.

Dr. Leibowitz is a third-year medical resident at the Wilmington
Medical Center.
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A GUIDE TO THE VITAMINS Their Role in Health

and Disease by John Marks, M.D., University Park

Press, Baltimore, 1976. 208 pp. Illus. Price $19.50.

A revision of an earlier text, this is a succinct,

scientific, and easily read summary of vitamins in

man and animals. Individual vitamins are dis-

cussed, including the chemistry, sources, require-

ments, metabolism, physiology, manifestations of

deficiency, therapeutic uses of vitamins, and prob-

lems of vitamin overdose. Especially useful for

the clinician are sections on methods of diagnos-

ing deficiency states, both on physical exam and

by laboratory methods. A section on vitamin

losses in storage and preparation is a real eye-

opener—very disquieting for one who must rely

on foods which for the most part have been can-

ned, frozen, or stored.

While this is a very useful and easily digested

text, two major flaws were noted. One is the price,

unduly high for a book which contains little in-

formation not available in the existing library of

the average physician, albeit better organized.

Going home.
It’s powerful medicine.

Sometimes going home from the hospital to

recuperate is the best medicine there is We can help by
sending qualified health care specialists home with
you. for as long as you need them Call HOMEMAKERS
UPJOHN®. when you re ready to go home.

Telephone: 656-2551

HOMEMAKERS
UPJOHN 1

A service program
of The Upjohn Company
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The second is the complete lack of references,

which occasionally leaves one dangling when cer-

tain enticing statements are made. Examples:

“Riboflavin is sometimes effective in the treatment

of migraine . . and “Pantothenic acid by mouth

has been found helpful in the prevention of strep-

tomycin toxicity.”

In summary, this book is well worth reading,

but many readers may want to borrow it from a

library before deciding on purchase.

Diana Metzger

Miss Metzger is a third-year Jefferson Medical College student.
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COLOR ATLAS OF LIVER DISEASE by Sheila Sher-

lock and John A. Summerfield, Year Book Medical

Publishers, Chicago, Illinois. 272 pp. Illus. Price

$39.95.

The Atlas is a collection of superior quality

color photographs dealing with virtually all as-

pects of hepatology. Basic physical examination

of the liver and the signs of liver disease are

adeptly reviewed in the opening chapter. Subse-

quent sections deal with each disease entity affect-

ing the liver. These include not only the common-
place maladies such as hepatitis, cirrhosis, and

gallstones but also more esoteric disease states

such as fibropolycystic disease, storage disease,

and parasitic infections.

The photography is exemplary for both its

quality and content. The photographs include

not only the signs of liver disease but also photo-

micrographs of liver biopsy sections and other

investigational tools used in the study of liver

disease, such as endoscopic retrograde cholangio-

pancreatography, splenic venography, liver scans,

ultrasonography, and the like. If this was all the

Atlas contained, it would make a good companion

to any standard textbook of liver disease, which

are usually rather sparsely illustrated. This is not

the case, however. Each photograph is captioned

with a legend describing what is shown and relat-

ing this to the disease entity being studied. To
paraphrase, the book is filled with what medical

S
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students and house officers like to call “pearls.”

This is not to say that the Atlas is to be used as a

textbook; the captions are far too abbreviated for

that. But for all students of human disease,

whether it be medical students in their clinical

years or residents in training, the Atlas makes an

excellent companion to any standard text of liver

disease.

The Atlas has a complete index, allowing the

reader rapid and easy access to specific points.

Although the price may seem a bit steep, anyone

familiar with the cost of color photography will

appreciate the quality and quantity of the photo-

graphs, and, considering the sturdy hardcover

binding, consider the cost equitable.

Dame Sherlock and co-author Dr. Summerfield

have prepared an outstanding color atlas of liver

disease, which is sure to become a standard sup-

plement to all textbooks of hepatology.

Francis A. Marro, M.D.

Dr. Marro is a second-year medical resident at the Wilmington
Medical Center.
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ANNUAL REVIEW OF MEDICINE: Selected Topics

in the Clinical Sciences, Vol. 30, edited by W. P.

Creger, C. H. Coggins, and E. W. Hancock, Annual

Reviews Inc, Palo Alto, California, 1979. 514 pp.

Illus. Price $17.00.

There are several yearly publications for intern-

ists, one of which is the Annual Review of Medi-

cine. Rather than attempting to cover the entire

span of medicine, the editors of the Review select

authors to write essays on more than 30 topics

in which there have been significant developments

in recent years. The articles discuss primarily

theory and pathophysiology along with therapy.

The success of this format is evidenced by the

popularity of the series and the frequency with

which these articles are used as references in the

primary medical literature. The current volume

upholds the tradition of quality and includes re-

views of recent developments in CT scanning,

peptic ulcer disease, and DIC along with num-

erous other topics. The articles are all readable

and of surprisingly even quality. This is an en-

joyable book to read and is highly recommended.

William Jaffee, M.D.
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Speakers on

“Ask the

Doctor”

Speakers for August 1979 on the Tuesday radio program (11:05 a.m., WDEL),
produced by the Medical Society of Delaware are: August 7, Alvin Weiner, M.D.,

Effect of Diabetes on the Eye; August 14, Janet Kramer, M.D., Anorexia Nervosa;

August 21, Seymour Goldstein, M.D., Planned Parenthood; August 28, George

F. Mclnnes, M.D., Cancer of the Head and Neck.

In the News James R. McNinch, M.D., Dover, and David S. Howard, M.D., Ocean View, have

been appointed by Governor duPont to the Board of Trustees of the Delaware

Institute of Medical Education and Research.

Wilmington

Skills Center

The Wilmington Skills Center provides training in several skill areas including

NURSE ASSISTANTS. They also can refer nursing assistants for in-home care.

For further information, contact: Barbara Walker, Wilmington Skills Center, 1401

Market Street, Wilmington, Delaware 19801. Telephone: (302) 654-5392.

Postdoctoral

Fellowships

The Juvenile Diabetes Foundation announces the availability of POSTDOC-
TORAL FELLOWSHIPS IN DIABETES RESEARCH and a CAREER DE-

VELOPMENT AWARD IN DIABETES RESEARCH for the funding year July

1, 1980 to June 30, 1981. Applications for either may be obtained from: Grant

Administrator, Juvenile Diabetes Foundation, 23 East 26th Street, New York, New
York 10010. Telephone: (212) 889-7575. Completed applications must be

postmarked not later than October 1, 1979.

Impaired

Physicians

Program

DO YOU KNOW AN IMPAIRED PHYSICIAN? THE MEDICAL SOCIETY
OF DELAWARE CAN HELP—CALL (302) 654-1001. Calvin B. Hearne,

M.D., is Chairman of the Impaired Physicians Program.

CLINICAL NOTICES AND MEETINGS

AMA Regional

CME Meeting

The following meetings which meet the criteria for 38 hours each in Category I of the

Physician’s Recognition Award of the American Medical Association will be presented

by the American Medical Association Department of Negotiations. For further informa-

tion, contact: J. Paige Clousson, Director, American Medical Association, Department
of Negotiations, 535 North Dearborn Street, Chicago, Illinois 60610. Telephone: (312)

751-6652.

INSTITUTE FOR SALARIED PHYSICIANS: DYNAMICS OF CONFLICT RESO-
LUTION, August 10-11, Brown Palace Hotel, Denver, Colorado.

SPECIAL JOINT SEMINAR ON MEDICAL STAFF LEADERSHIP AND CON-
FLICT RESOLUTION, August 27-September 1, Wentworth-By-the-Sea, Portsmouth,

New Hampshire.

The American Medical Association will be offering a regional program of CONTINU-
ING MEDICAL EDUCATION at the Williamsburg Conference Center, Williamsburg,

Virginia, September 14-16. The meeting will consist primarily of thirteen postgradu-

ate courses. The courses qualify for Category I credit toward the AMA Physician’s

Recognition Award. For further information, contact: Department of Meeting Ser-

vices, American Medical Association, 535 N. Dearborn Street, Chicago, Illinois 60610.

Telephone: (312) 751-6570.
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AMA/GOLF

Medical Staff

Leadership

Retraining Program
for Clinically

Inactive Physicians

Clinical

Pharmacology
Course

American College

of Chest

Physicians

The American Medical Association is sponsoring its FOURTH ANNUAL CME/GOLF
PROGRAM September 16-22 at Pinehurst, North Carolina. There will be four

morning sessions devoted to CME which will earn 12 hours of Category I credit to-

ward the AMA Physician’s Recognition Award. There will also be five days of golf

featuring six outstanding golf courses. For further information, contact Elaine M.
Tejcek, Meeting Manager, Division of Meeting Services and Management, American
Medical Association, 535 N. Dearborn Street, Chicago, Illinois 60610. Telephone:

(312) 751-6057.

The American Medical Association is sponsoring an ADVANCED SEMINAR ON
MEDICAL STAFF LEADERSHIP, which will be held October 12-13 at the Resorts

International Hotel in Atlantic City, New Jersey. For further information, contact:

the AMA Department of Hospitals and Health Facilities, 535 N. Dearborn Street,

Chicago, Illinois 60610. Telephone: (312) 751-7757.

The Medical College of Pennsylvania will sponsor a RETRAINING PROGRAM FOR
CLINICALLY INACTIVE PHYSICIANS. The program is eight weeks in duration

(Monday through Friday, 8 a.m.-5 p.m.) and will be held at the Medical College of

Pennsylvania from October 15-December 7 and again from April 21-June 13, 1980.

It is approved for AMA Category I credit. For further information, contact: Retrain-

ing Program for Inactive Physicians, Office of Medical Education, The Medical College

of Pennsylvania, 3300 Henry Avenue, Philadelphia, Pennsylvania 19129.

THE ANNUAL POSTGRADUATE CLINICAL PHARMACOLOGY COURSE will

be held October 29-November 2 at the University of Rochester Medical Center. This

course meets the criteria for 35 credit hours in Category I of the Physician’s Recogni-

tion Award of the American Medical Association. For further information, contact:

William M. Wardell, M.D., Ph.D., Associate Professor, Department of Pharmacology
and Toxicology, The University of Rochester Medical Center, 601 Elmwood Avenue,

Rochester, New York 14642. Telephone: (716) 275-2466.

THE 45th ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN COLLEGE
OF CHEST PHYSICIANS will be held November 4-8, at the Hyatt Regency Hotel

and the Albert Thomas Convention Hall in Houston, Texas. A variety of topics re-

Telephone 798-2520

If No Answer,
Call 738-9180

E. H. Eaton, Director

CLAYMONT MEDICAL LABORATORY

Office Hours
Daily 9 A.M. to 3 P.M.

Eves. Tues., Wed., Thurs.

6 to 9 P.M.

Sat. 8 A.M. to 12 Noon WILMINGTON, DEL 19809

1320 PHILADELPHIA PIKE
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lated to the diagnosis and treatment of cardiovascular and pulmonary diseases will be

featured. For further information, contact: Dale E. Braddy, Director of Education,

American College of Chest Physicians, 911 Busse Highway, Park Ridge, Illinois 60068.

Telephone: (312) 698-2200.

American Academy THE ANNUAL MEETING OF THE AMERICAN ACADEMY OF OPHTHAL-
of Ophthalmology MOLOGY will be held November 5-9 in San Francisco. The primary purpose of the

meeting is to educate practitioners about new developments in ophthalmology. A total

of 40 Category I credits for the American Medical Association’s Physician’s Recogni-

tion Award has been approved. For further information, contact: The American
Academy of Ophthalmology, 1833 Fillmore Street, P.O. Box 7424, San Francisco, Cali-

fornia 94120. Telephone: (415) 921-4700.

Interstate

Postgraduate

Medical

Association

THE 64th ANNUAL INTERNATIONAL SCIENTIFIC ASSEMBLY OF INTER
STATE POSTGRADUATE MEDICAL ASSOCIATION will be held at the New Or-

leans Marriott, New Orleans, Louisiana, November 5-8. The Assembly is designed

for primary care physicians practicing in the United States and Canada. It is acceptable

for 24 prescribed hours and four elective hours of credit by the American Academy of

Family Physicians and the AMA Physician’s Recognition Award. For further informa-

tion, contact: Alton Ochsner, M.D., Program Chairman, Interstate Postgraduate Medi-

cal Association, P.O. Box 1109, Madison, Wisconsin 53701.

AMA/Patient The American Medical Association is presenting a seminar on PATIENT SAFETY/
Safety RISK CONTROL November 9-10 at Palm Beach, Florida. This seminar meets the

criteria for 14 credit hours in Category I of the Physician’s Recognition Award of the

American Medical Association. For further information, contact: Dept, of Hospitals

& Health Facilities, American Medical Association, 535 Dearborn Street, Chicago,

Illinois 60610. Telephone: (312) 751-6656.

Save where it pays to Pay YourselfFirst

Choose from:

Investment Savings Plans*
Terms from 6 months to 8 years

Statement Savings Plans
Telephone Transfer funds from your 5v4% statement account to

your checking account in any area bank and maximize your
cash flow earnings

Passbook Savings Plans
A secure way to watch your savings grow

“Investment accounts require a substantial penalty
for early withdrawal.

HRTISflnS'
SRVinos BonK

Member F.D.I.C.

Telephone 658-6881. In Dover Call 674-3214

9th 8l Thtnall Sts., Wilmington
Concord Mall. Midway. Polly Drummond. & Graylyn Crest Shopping Centers

Dover, Del.
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In Brief

American Heart The American Heart Association’s 52nd SCIENTIFIC SESSIONS will be held Novem-
Association her 12-15 at the Disneyland Hotel and Convention Center, Anaheim, California. For

more information, contact: American Heart Association, 7320 Greenville Avenue,
Dallas, Texas 75231

.

Alcohol and THE FOURTH SOUTHEASTERN CONFERENCE ON ALCOHOL AND DRUG
Drug Abuse ABUSE has been scheduled for December 5-9 at the Downtown Marriott Hotel in At-

lanta, Georgia. The conference is sponsored by Peachford Hospital and co-sponsored

by the American Medical Society on Alcoholism. It has been approved for 27 credit

hours in Category I of the Physician’s Recognition Award of the American Medical

Association. For additional information, contact: Conway Hunter, M.D., Fourth

SECAD, Peachford Hospital, 2151 Peachford Road, N.E., Atlanta, Georgia 30338.

Telephone: (404) 455-3200.
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One insertion §4 00. Call the Journal office, 658-7596 for further information or placement. All ad-

vertisements are payable in advance. The Editorial Board reserves the right to edit copy. Closing date

for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members on a one-time basis.
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GENERAL SURGEON wishing to become a partner

in private practice in the northern Delaware area.
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Well

Help You
Reach Your Goal

Faster!

Let us show you how to establish a

program of systematic savings for a home,

college, vacation and retirement.

We offer two types of Passbook Accounts

and a variety of Growth Certificates on

income for your short or long term

investment plans.

And, a retirement plan for those who do
not have one.

Stop in today and . . . “We’ll Help You
Reach Your Goal!”

We ll Help You Reach Your Goal!

Delaware Savinas
WILMINGTON 921 Orange Street 654-6179

PRICES CORNER 1304 Centerville Road (Open Friday until 8 pm> 994-0911

MIDDLETOWN 18 West Main Street (Open Friday until 6 PM) 834-5136

Accounts Insured to $40,000 by the Federal Savings and Loan Insurance Corporation

Cj
tQUAl HOUSING
LENDER

426 Del Med Jrl, July 1979—Vol 51, No 7



YOU’LL GET PROMPT
PROFESSIONAL RESULTS
WHEN YOU REFER A
HEARING-IMPAIRED
PATIENT TO A

Hearing Aid Specialist
IN DELAWARE

YOUR INDEPENDENT AUTHORIZED DEALER IS:

Mr. Tom Fisher

Beltone Hearing Aid Center
1679 So. DuPont Highway
Dover, Delaware 19901
(302) 674-8800

WORLD LEADER IN HEARING AIDS AND HEARING TEST INSTRUMENTS

ELECTRONICS CORPORATION
4201 West Victoria Street Chicago, Illinois 60646
An American Company



elaware
%dud flornd

Official Publication of the Medical Society of Delaware

1925 Lovering Avenue, Wilmington, Delaware 19806

VOLUME 51 AUGUST, 1979 NUMBER 8

Robert B. Flinn, M.D.
Editor

Bernadine Z. Paulshock, M.D.

Senior Associate Editor

Joseph E. Belgrade, M.D.

William J. Holloway, M.D.

Robert C. Knowles, M.D.

E. Wayne Martz, M.D.

Richard H. Morgan, M.D.

Francis P. Parker, M.D.

P. John Pegg, M.D.

William A. Taylor, M.D.

Associate Editors

Henrietta J. Moore

Assistant Editor

A. Henry Claggett, Jr., M.D.

Honorary Editor

Anne Shane Bader

Business Manager

Editorial Board

Patrick F. Ashley, M.D.

Stephen H. Franklin, M.D.

Carl I. Glassman, M.D.

O. Keith Hamilton, M.D.

George L. Henderson, M.D.

Jeffry I. Komins, M.D.

George F. Mclnnes, M.D.

Herman Rosenblum, M.D.

Richard H. Sherman, M.D.

Roger B. Thomas, Jr., M.D.

William J. Vandervort, M.D.

John S. Wills, M.D.

Subscription price: $12.00 per year in

advance Single copies, $1.50.

CONTENTS
CANCER COMMUNIQUE
Consensus Panel on Treatment of Localized

Breast Cancer

Leslie W. Whitney, M.D.

PRESIDENT’S PAGE
National Health Insurance

HEPARIN: AN OVERVIEW
F. William Maguire, D.O.

DEATHS
Charles K. Morris, M.D.
Abraham A. Rea, M.D.

DIAGNOSIS AND TREATMENT OF SEPTICEMIA
Carl S. DeMatteo, M.D., Jack L. LeFrock, M.D..

James R. Tillotson, M.D.

SELECTING A COMPUTER FOR YOUR PRACTICE
IS AN EXACTING PROCESS

Leif C. Beck, LL.B, CPBC, Vasilios J. Kalogredis, J.D.

HIGHLIGHTS
From Laennec to Littman: The Evolution of

Stethoscopy

Fred B. Rogers, M.D.

BOOK REVIEWS

IN BRIEF

Entered as second-class matter June 28, 1929, at tile Post Office at Wilmington, Delaware under the act of March 3, 1879 Issued

monthly Second class postage paid at Wilmington, Delaware. Copyright, 1979 by the Medical Society of Delaware.

Del Med Jrl, Aug 1979—Vol 51, No 8432



FROM THE DELAWARE CANCER NETWORK*

CONSENSUS PANEL ON TREATMENT OF LOCALIZED BREAST CANCER

The National Cancer Institute convened a

panel of cancer specialists on June 6, 1979 in

Bethesda, Maryland, to discuss the accepted treat-

ment for early localized breast cancer. At this

meeting, the continuation of the 75-year-old tradi-

tion of treating the disease with a standard radical

or Halsted mastectomy was no longer supported.

Instead, the panel recommended that the majority

of women with Stage I and II primary breast can-

cer can be treated effectively by total mastectomy

leaving the pectoral muscles intact but removing

the axillary lymph nodes. The minutes of this

meeting have not been published, but it appears

that a modified mastectomy is recommended as

an acceptable alternative to the traditional radical

mastectomy. This newly suggested procedure is

certainly a less disfiguring method of treatment,

and this news will be received with great relief

by the approximately 25,000 women who might

otherwise have received radical mastectomies next

year. This figure is based on the use of radical

mastectomies in an estimated 25% of the 100,000

new cases diagnosed in this country in 1979.

It was the consensus of the panel that a pro-

cedure which preserves pectoral muscles provides

equivalent benefit to women who have Stage I

and selective Stage II cancer, according to Dr.

John Moxley, Vice Chancellor of Health Science

at the University of California, who served as

Chairman of the panel. Dr. Jerome Urban, at-

tending surgeon at the Memorial Sloan-Kettering

Cancer Center in New York, was opposed to the

consensus of the panel. He cited data from vari-

ous studies and dwelled on the instances of cancer

recurrences following less than radical surgery.

Bernard Fisher, M.D., Director of the National

Surgical Adjuvant Breast Program, presented the

results of the National Surgical Adjuvant Breast

Program five-year follow-up on over 1,600 pa-

tients. Dr. Fisher pointed out that there is virtu-

ally no difference in survival rate between women
who have had total mastectomies with axillary

Leslie W. Whitney, M.D.

dissection and women who have undergone classi-

cal Halsted radical mastectomies.

The panel also recommended a two-step pro-

cedure for the diagnosis and treatment of breast

cancer to separate the diagnostic biopsy from the

definitive therapeutic procedure in breast cancer

management. It was suggested that the present

practice of including the examination of the frozen

tissue section while the patient was anesthetized

with performance of additional surgery immedi-

ately without further patient consultation is no

longer recommended. After great discussion, it

was the consensus of the panel that the two-step

procedure was reasonable and should be offered

to women as an alternative in the majority of

cases.

With regard to the value of postoperative radi-

ation therapy for early stage breast cancer, the

panelists agreed that no consensus could be

reached until ongoing clinical trials are completed.

Dr. Roberto Veronesi, Director of the Italian

National Cancer Institute, discussed survival rates

among women who had had segmental mastec-

tomies and radiation to the remaining tissue as

compared with radical mastectomies and pointed

out that there was no significant difference

in the four-year follow-up survival. He pointed

out that segmental mastectomy, which can be ap-

plied to tumors up to three millimeters in di-

ameter, can be accomplished with the removal of

only approximately one-quarter of the volume of

the affected breast.

It is interesting to note that review of recent

statistics in the Delaware Breast Cancer Manage-

ment Program shows a rapid increase in the num-

ber of modified mastectomies being performed

for primary breast cancer and an increase in the

use of the two-step procedure for diagnosis and

treatment of primary breast cancer. When avail-

able, the results of the consensus meeting will be

distributed to practicing surgeons in Delaware.
Dr. Whitney is Director of the Delaware Cancer Network.

*An NCI-supported agency located at 1200 Jefferson Street, Wilmington, Delaware 19801. Tel. (302) 428-2113.
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NATIONAL HEALTH INSURANCE

The recently concluded 138th Annual Meeting

of the American Medical Association House of

Delegates reaffirmed the position of the AMA to

maintain high quality medical care within the

framework of private insurance. It further con-

tinued to recommend to Congress that any modi-

fication of our present health care system embody

the four principles of Resolution 62 adopted at

the interim meeting of the AMA House of Dele-

gates in December, 1978:

1. Requiring minimum standards of adequate

benefits in all health insurance policies sold in

the United States with the appropriate deductible

and co-insurance.

2. A simple system of uniform benefits pro-

vided by the Federal, State, and local govern-

ments for those individuals who are unfortunate

enough (through no fault of their own, eg, age,

disability, financial hardship, etc.) not to be able

to provide for their own medical care.

3. A nationwide program by the private in-

surance industry of America (and government, if

necessary, for re-insurance) to make available

catastrophic insurance coverage for those illnesses

and individuals where the economic impact of a

catastrophic illness could be tragic. All cata-

strophic coverage should have an appropriate

co-insurance to make it economically feasible and

to avoid abuse.

4. A program developed pursuant to these

principles to be administered at the State level

with national standardization through Federal

guidelines.

Current legislative activity in Congress involves

the proposal of Senator Edward Kennedy for a

broad, comprehensive program to be enacted in

a single action and the phased-in comprehensive

program of President Jimmy Carter. However,

leaders in both major political parties have intro-

duced or are refining bills which aim at the prob-

lems of major concern to the public. These pro-

grams revolve around catastrophic coverage, im-

provement in Medicare and Medicaid, and the

provision of adequate health care benefits for

those individuals who currently have no health

care insurance. These programs, unlike the

broad comprehensive programs of Senator Ken-

nedy, have political appeal because they call for

minimal expenditure of Federal dollars.

The AMA has not and does not support any

program to nationalize or socialize the health

system of the United States. The Board of Trus-

tees of the American Medical Association has

not proposed and has no intention of submitting

legislation to Congress on national health insur-

ance, nor has it endorsed any particular legisla-

tion to Congress. The Board, however, has re-

sponded to various proposals, and has voiced

strong objection when these proposals were not

consistent with the above four principles.
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Senator Russell Long initially introduced a cata-

strophic plan that called for a program funded

under Social Security payroll taxes, with excessive

Federal regulation and administration. This bill

was withdrawn by Senator Long and a second

bill introduced that was modified to rely mainly

on private insurance coverage, and with signifi-

cant easing of the Federal regulation and ad-

ministration. Senator Robert Dole has introduced

a catastrophic bill similar to Senator Long’s sec-

ond bill.

Lacking substantive modification, both Long’s

and Dole’s bills are not in conformity with Reso-

lution 62. These modifications should include

the option of catastrophic insurance rather than a

mandatory program with the employee providing

some of the premium cost. Self-employed in-

dividuals should have a tax deduction for the

premium and small businessmen should have the

option of a tax credit.

Quite importantly, the trigger catastrophic

benefits must be appropriate and so constructed

as not to make a catastrophic program a com-

prehensive national insurance program.

Various resolutions were introduced at the July

House of Delegates that would limit the flexibility

of the AMA Board to respond to changing cir-

cumstances regarding various issues of national

health insurance. None of these proposals

sought to change the content of Resolution 62

and no objection was made for any significant

change in that resolution. These resolutions to

limit the flexibility and response of the AMA
Board of Trustees were all defeated.

Considering the current status of the national

economy, and the concern about energy and in-

flation, it seems unlikely that any broad, com-

prehensive program will be passed by Congress.

There is, however, sentiment that this Congress

pass some type of health insurance program.

There is a belief espoused by many, in and

out of government, that when any type of contro-

versial legislation is passed by Congress the

mood of Congress is then to go on to other

matters and not to introduce any new or similar

legislation for several years. This may well be

the reaction with national health insurance, and

what is passed now may be the law of the land

for years to come. It, therefore, behooves us to

continue to permit the AMA Board of Trustees

to have the flexibility that it needs to respond to

and attempt to modify national health insurance

legislation. The Board believes that the four

principles of Resolution 62 give that flexibility,

and thus the reaffirmation of Resolution 62 by

the 138th House of Delegates was a critical step.

A resolution will be introduced at our own House

of Delegates Meeting in November, asking for

our support of the principles of Resolution 62.

KJ V£
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HEPARIN: AN OVERVIEW

F. William Maguire, D.O.

Heparin, a commonly used drug in hospitalized

patients, is administered prophylactically and

therapeutically. Its role in both medicine and

surgery is expanding. This paper will attempt to

answer frequently asked questions about heparin.

Topics covered include its mechanisms of action,

clinical indications, kinetics, pharmacotherapeu-

tics and possible complications of its use.

History

Heparin was discovered in 1916 by J. McLean,

then a second-year medical student at Johns

Hopkins. The drug was named heparin because

it was found in high concentration in the liver.

Its chemical and physiologic reactions were first

characterized in 1918. Credit goes to Hedenius

and Wilander who, in 1936, administered heparin

to themselves intravenously, demonstrating it to

be an effective anticoagulant.

The following year heparin was first used

therapeutically in the treatment of acute throm-

bosis of the central retinal vein in a 52-year-old

woman. It was successful. That same year, ad-

ditional reports of the successful use of heparin

for thrombosis of the posterior inferior cerebellar

artery and in a second patient with thrombosis of

the central retinal vein confirmed its therapeutic

efficacy.

The first series of 28 patients with thrombo-

phlebitis and seven patients with pulmonary em-

bolism who responded favorably to intravenous

heparin was reported by Murray and Best in

Dr. Maguire is a senior resident in the Department of Medicine
at the Wilmington Medical Center.

1938. 1 By 1940 heparin was well established

as a useful drug for treatment of intravascular

thrombosis.

Nature

Heparin actually represents a family of related

molecules. It is essentially a mucopolysaccharide

compound of alternating sulfated residues of D-

glucosamine and D-glucuronic acid. Consider-

able variations of the chemical properties of the

heparin molecule depend upon the number, loca-

tion, and distribution of the strongly charged sul-

fate groups along the carbohydrate chain. These

carbohydrate chains are generally linked to a pro-

tein backbone. 2

As Figure 1 demonstrates, heparin is a poly-

electrolyte with a great concentration of negative

charges spread over the surface of the molecule.

The combination of the highest charge density

of all known biologic structures with a relatively

low molecular weight, is responsible for heparin’s

many special biologic activities. 3

Its molecular weight has been reported between

8,000 and 15,000. A high-molecular weight

variant of up to 50,000 has been reported. It

seems probable that the molecule we call “heparin’’

varies in structure from numerous carbohydrate

chains attached to a single protein backbone to a

single carbohydrate chain without amino acids,

with all the intermediates possible between these

two examples. The structures would depend on

numerous physiological factors such as source,

location, age, hormonal influence, metabolic func-
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FIGURE 1
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tion, etc. The study of the mechanisms control-

ling all these parameters represents quite a formi-

dable task.

Heparin has been isolated from a variety of

organs including lung, liver, and intestinal mu-

cosa, and is known to be present in mast cells and

basophils. Despite their source of origin the

heparins have essentially equal anticoagulant ac-

tivity. 4 Heparin sulfate has recently been found

on the surface of platelets and endothelial cells,

where it is probably responsible for maintaining

a hemostatic balance at the interface between

plasma and vessel wall. 5

The Coagulation Mechanism and Heparin

The end product of coagulation is the forma-

tion of a fibrin clot. The clot is the result of the

conversion of soluble fibrinogen to fibrin by the

action of thrombin. Thrombin, the essential part

of the coagulation process, is formed via one of

two pathways, the extrinsic or the intrinsic path-

ways.

It has been known that for heparin to act as

an anticoagulant requires the presence of a natu-

rally occurring plasma component, a protein

termed antithrombin-heparin cofactor or anti-

thrombin III. The antithrombin-heparin cofac-

tor neutralizes the activity of thrombin by the

formation of a 1:1 enzyme-inhibitor complex.

Heparin acts by dramatically accelerating this

complex formation. 6

Thrombin possesses a highly specific and

unique serine residue. The moiety, in concert

with several other amino acid residues in its im-

mediate vicinity, is responsible for the ability of

thrombin to cleave the fibrinogen peptide bonds. 7

It is also this specific modification that is essential

for interaction with antithrombin-heparin cofac-

tor in the presence or absence of heparin. This

was shown, experimentally in part, by blocking

the active serine residue, with the result that inter-

action of the inhibitor with thrombin was greatly

reduced.

Heparin also possesses other anticoagulant ef-

fects. It accelerates the inhibition of factor IXa

by antithrombin-heparin cofactor. Factor XIa

is neutralized by antithrombin III; in the presence

of heparin this occurs almost instantaneously.

Antithrombin III with heparin also inhibits factor

Xlla and plasmin. Succinctly put, it seems that

antithrombin Ill-heparin complex neutralizes the

activity of all serine proteases of the coagulation-

fibrinolytic mechanisms, with the exception of

factor VII, in an instantaneous fashion. 7
’
8

It has been shown in vitro that 1 ^g of heparin

by neutralizing 32 units of factor Xa indirectly

prevents the potential generation of at least 1600

NIH units of thrombin. To neutralize this amount

of thrombin it would ordinarily take 1000 /xg of

heparin. 9 This is consistent with the view that

the enzymatic coagulation sequence functions as

a biological amplification system; that is, it takes

less energy to stop intravascular coagulation at

the Xa step than at the subsequent thrombin

stage.

Clinical Use: Prophylaxis

The most common use of heparin today is in

the prophylaxis of deep vein thrombosis (DVT)
in the hospitalized patient. Numerous clinical

trials have established that low-dose heparin pro-

vides effective prophylaxis not only against DVT,
but also against death from pulmonary embolism

in the postoperative patient. There can be little

doubt that the more widespread use of low-dose

heparin prophylaxis would do much to reduce the

toll of this complication.

Hints about the possible prophylactic efficacy

of low-dose heparin are seen among the earliest

reports on the use of this drug. It was not until

1966 that Sharnoff did a study on the use of low-

dose heparin for the prophylaxis of postoperative

thrombosis. He observed that patients receiving

subcutaneous heparin prior to, during, and subse-

quent to surgery but who died and were autopsied,

had less thromboembolism demonstrable at au-

topsy than those who received the anticoagulant

only subsequent to surgery, and that the latter
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group did no better than patients given no anti-

coagulant therapy. 10

Kakkar headed a multicenter and multinational

group that completed the largest trial undertaken

to evaluate an anticoagulant agent. Over 4,000

patients were included in a low-dose heparin

schedule. Autopsy findings revealed that large

pulmonary emboli (those that could have caused

or contributed to death) occurred in 22 of the

control and five of the treated patients. 11

In particular those patients considered to be

at high risk should be treated. They include pa-

tients over age 40 who are hospitalized and im-

mobilized, with conditions such as hip fracture,

cerebrovascular accident, myocardial infarction,

congestive heart failure, and cancer, or who un-

dergo a major surgical procedure. Other high-

risk factors include obesity, previous deep vein

thrombosis or pulmonary embolism, varicose

veins, protracted periods of sitting, certain ab-

normal blood states (such as hyperviscosity syn-

drome, thrombocythemia, dysfibrinogenemia, con-

stitutional elevated level of factor V or VII or

deficiency of antithrombin III), and the therapeu-

tic use of estrogen.

S. Wessler of the New York University School

of Medicine suggested the following provisos,

limitations, and exceptions of low-dose heparin

therapy:

1. All patients should receive a laboratory

screen including hematocrit, prothrombin time,

partial thromboplastin time, and platelet count

prior to administration of low-dose heparin.

2. Low-dose heparin regimens are presently

of limited value or inadequate in open prostatec-

tomy and major orthopedic procedures, especially

repair of femora! fractures and reconstructive sur-

gery of the hip and knee.

3. No substantive data are currently available

to justify low-dose heparin therapy for spinal or

epidural anesthesia, brain or eye surgery, although

with experience the anesthesia restrictions may be

removed. Low-dose heparin prophylaxis is also

considered inadequate for patients undergoing

surgery during an active thrombotic process.

4. It should be determined prior to surgery that

the patient is not receiving oral anticoagulants
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and has not received platelet antiaggregating

agents such as aspirin for five days prior to sur-

gery, since these drugs together with heparin can

augment operative or postoperative bleeding.

5.

Whether anticoagulant therapy should be

continued after discharge in selected patients

should be decided on an individual basis. 12

Clinical Use: Pulmonary Embolism and

Deep Vein Thrombosis

From work by many researchers it may be con-

cluded that pulmonary embolism is a leading

cause of death in hospital populations. In rou-

tine postmortem studies, pulmonary embolism

was found in approximately 20%. Utilizing spe-

cialized techniques the incidence may be shown

to be as high as 64%. Autopsy studies have

shown that in 90% or more of the cases of fatal

pulmonary emboli, the deep veins of the legs are

the source of the emboli.

The mortality associated with untreated pul-

monary embolism is high, in some studies up to

30%. Any review of the anticoagulant treatment
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of pulmonary embolism must include the pioneer

work of Barritt and Jordan, who carried out the

first prospective, randomly allocated trial of anti-

coagulants. After five deaths and five recur-

rences in the no-treatment group, the researchers

decided on ethical grounds to abandon the study. 13

In most hospitals heparin remains the standard

treatment for pulmonary embolism, and there is

much evidence to advocate its use in this setting.

In several repeated series, the overall mortality

in treated patients has been Barritt and Jordan,

3.7% 13
;

Bauer, 3.4% 14
;
Kernohan and Todd,

1.2% 15
;

O’Sullivan et al, 8.0% 16
;
and UPET,

8.3%. 17 The current treatment of pulmonary

embolism is presently undergoing some reevalua-

tion in light of the new thrombolytic drugs, strep-

tokinase and urokinase.

The theoretical approach of lysing the throm-

bus responsible for the pathogenic situation of

pulmonary embolus is an admirable one. At

present it seems the cost and complications are

prohibitory. In the future when these problems

are overcome, this will probably be the treatment

of choice.

The use of heparin in the treatment of deep

venous thrombosis is also well established. Full

anticoagulation in the hospital for ten days with

heparin and then therapy using an oral anticoagu-

lant for a minimum of three months are recom-

mended.

Clinical Use: Cardiovascular Disease

Although heparin has not been shown to reduce

the mortality associated with acute myocardial

infarction, it is agreed that heparin is effective in

reducing the incidence of embolization from

mural thrombi that develop after infarction.

Thromboemboli have been reported after myo-

cardial infarction in up to 30% of patients. 18

Two retrospective studies done in 1975, which

evaluated 3,500 patients who received anticoagu-

lation therapy after myocardial infarction, con-

cluded that the evidence was strongly in favor

of anticoagulation. Mortality rates were reported

as 8.2% versus 27.3% in one study for treated

and nontreated groups and 10.8% versus 26.7%
in the other. 19

-2U Controversy exists over long-

term anticoagulation to prevent the recurrence

of myocardial infarction. The Veterans Adminis-

tration Cooperative Study found that anticoagu-

lation was associated with reductions in mortality,

recurrent infarctions, congestive failure, and

thromboembolic complications although the bene-

fit was more obvious in men below the age of 5 5.
21

Heparin, as a lipoprotein lipase, can induce a

pathophysiologic elevation in plasma free fatty

acid (FFA). Some investigators have proposed

that when plasma FFA levels are elevated, the

myocardial oxygen demands increase by mecha-

nisms independent of changes in heart rate, ven-

tricular wall stress, and contractile state. They
have been concerned that heparin may cause such

problems. Rogers et al studied this problem by

serial measurements of coronary sinus blood flow,

heart rate, intra-aortic blood pressure as well as

arterial and coronary sinus determinations of O2 ,

CO2
,

glycerol, and FFA both before and 30

minutes after 5,000 units of intravenous heparin.

Marked elevation of arterial and coronary sinus

FFA was seen, but although there was an acute

elevation of FFA levels, their data revealed no

measurable effect on myocardial oxygen consump-

tion in patients in stable condition, probably be-

cause the FFA are stored as triglycerides rather

than oxidized. 22

Another cardiac use of anticoagulants is in the

patient with stenotic mitral valve disease, which

is the most frequent source of systemic emboli.

The incidence of primary thromboembolism with

mitral stenosis ranges from 10 to 20%, with a

50% rate of recurrence and a 20% mortality

rate among untreated patients.23

Currently anticoagulation is standard thera-

peutic practice in the postoperative management

of patients with prosthetic heart valves, particu-

larly the mitral. Without anticoagulation, the

incidence of thromboembolism remains high.

Clinical Use: Cerebrovascular Disease

Cerebrovascular disease ranks first in frequency

among all the neurological diseases, comprising

approximately 50% of all the adult hospital ad-

missions to the neurology service. When to use

heparin as a treatment modality is still being

debated. The essence of the problem lies in the

accurate diagnosis of the disease and where in

the course of the stroke process the patient is

when examined.
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After embolism has occurred, the physician

must decide if there should be a delay of anti-

coagulation therapy for several days to avoid pre-

cipitating bleeding into a hemorrhagic infarction.

If the cerebrospinal fluid (CSF) is clear and CT
scan normal, many proceed with intravenous

heparin therapy since there is a constant danger

of another embolism breaking away from the

heart. Mohr et al report that they have not en-

countered a patient in whom the use of heparin

has increased the degree of hemorrhage within

an infarction .

24

The third most common cause of stroke after

embolism and thrombosis is hemorrhage. The

temporal profile is one of abrupt onset and

gradual evolution over an appreciable length of

time. The neurological deficit is never transient

as it often is in thrombosis and embolism. The

CT scan is of great value in accurately diagnosing

intracerebral hemorrhage. Usually the CSF is

grossly bloody. Heparin, of course, is contra-

indicated with intracerebral hemorrhage.

Ruptured saccular aneurysm is diagnosed by

the clinical sequence of sudden violent headache,

collapse, and confusion, combined with an ab-

sence of prodromal symptoms and a paucity of

lateralizing signs. Nuchal rigidity is usually

present. A CT scan may detect a blood clot

adjacent to the aneurysm. The CSF is usually

extremely bloody and under great pressure. Hep-

arin is absolutely contraindicated.

Generally anticoagulation has been found to

reduce the incidence of stroke in patients with

transient ischemic attack and to reduce the mor-

tality and morbidity of strokes in evolution from

extension of the effects of cerebral thrombosis .
24

Clinical Use: Disseminated Intravascular

Coagulation

The principal target protein in disseminated

intravascular coagulation (DIC) is fibrinogen.

What initiates or activates this attack on fibrino-

gen is unclear, but it seems that both thrombin

and plasminogen-plasmin systems are involved.

Both thrombin and plasmin cleave fibrinogen.

Thrombin cleaves only two bonds, resulting in

fibrinopeptides A and B. Plasmin can cleave

many bonds. In essence, DIC is the intravascular

conversion of plasma to serum, with both throm-
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botic and hemorrhagic events as clinical manifes-

tations. The main laboratory measurement that

is altered in DIC is quantitative plasma fibrino-

gen. Other important laboratory tests used to

diagnose DIC are assays of factors V and VIII

(which are low), and measurement of PT and

PTT (which are elevated). Thrombocytopenia

occurs early. The paracoagulation test and the

test for fibrin split products (FSP) are used to

determine whether the problem is fibrinogenolysis

alone, or DIC plus fibrinolysis. If fibrinogeno-

lysis alone is occurring, the fibrin monomer will

not form since fibrinogen is cleaved; hence coagu-

lation does not take place, and the paracoagula-

tion test will be negative since this test measures

elements of clot degradation. If the paracoagu-

lation test is positive, both intravascular clotting

and fibrinolysis are occurring. 25

There are many causes of DIC, and the treat-

ment should be concerned with the removal of

the precipitating cause. Heparin use in DIC is

controversial. Lasch et al reported that the mor-

tality of DIC of a heparinized group was not sig-

nificantly altered when compared to the non-

heparinized group. 26 Numerous other clinical

investigators have reported significant improve-

ment towards normal of several clotting factors

with the use of heparin.

The clinical setting of DIC is highly variable.

When generalized bleeding is the predominant

manifestation, the use of heparin may be danger-

ous. There is an understandable fear of com-

pounding the hemorrhagic diathesis associated

with DIC by the use of heparin. If, however,

thrombosis from the fibrin deposition within the

micro-circulation is present, heparin is indicated.

A recent case report showed dramatic response to

low-dose heparin in hemorrhagic DIC. 27 This

seems to suggest that full anticoagulation should

be used in thrombotic DIC and low-dose heparin

(5-10 units/kg/hr) in hemorrhagic DIC. Certainly

more research and proof of efficacy are needed

in this area. The current literature suggests that

if the diagnosis of DIC is correct and a correct

interpretation of the complex laboratory data is

made, heparin therapy is indicated for treatment

of DIC.

Clinica! Use: Cancer

One of the most fascinating uses of heparin is

in the cancer patient. Several reports have indi-

cated that human tumors are rich in fibrinogen

and fibrin. O’Meara has shown that tumor growth

is facilitated by the laying down of fibrin around

the mass where new tumor cells are growing. 28

In order for metastasis to take place, tumor cells

have to adhere to blood vessel walls and become

engulfed in a fibrin clot.

Most of the results summarized in the review

articles of Hagmar29 and Wood30 support the

pathophysiological importance of blood coagula-

tion in the earliest stages of metastatic formation.

Hypercoagulability is a common finding in cancer

patients.31 -
32 In patients treated with chemo-

therapeutics Davis observed an induced subclini-

cal DIC, which he related to the release of throm-

boplastic material secondary to destruction of

tumor tissue. Such a hypercoagulable state could

conceivably lead to pulmonary embolism and

DIC as well as provide more fibrin matrix of

fibrinogen-fibrin complex for the tumor growth. 31

Historically, heparin was the first anticoagulant

shown to have anti-metastatic properties. Hag-

mar postulated that heparin may even act inde-

pendently of its known effects on fibrin. 29'Wilkins

demonstrated that particles injected intravenously

into rats were arrested in certain organs according

to the surface charge of the particle.33 Negatively

charged particles passed through the lung but

were held in the liver and spleen. In contrast,

positively charged particles were primarily ar-

rested in the lung. Heparin reverses the distribu-

tion of the positively charged particles. This is

interpreted as being due to changes in the surface

charge. Indeed, it has been shown by cell elec-

trophoresis that heparin can alter the surface

charge of tumor cells.
34 Ludwig has reported

longer recurrence-free intervals in patients treated

with heparin during irradiation of gynecological

cancers.35

Elias used heparin and chemotherapy together

in a controlled study of 28 patients with inoper-

able or metastatic carcinoma of the lung who

failed to respond to conventional chemotherapy

with dramatic results. 30 He speculated that by

the concomitant use of heparin ongoing coagula-

tion at the tumor site, either as part of its growth

or as a consequence of chemotherapy, could be

halted, thus decreasing the density of the fibrin
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matrix by “uncoating” the tumor and thereby

rendering it more vulnerable to chemotherapeutic

agents.

He divided his 28 patients into two groups of

14. Each received anti-cancer chemotherapy;

one group also received heparin by constant intra-

venous infusion (600 units/kg/24 hr). The 14 pa-

tients in the group without heparin showed tumor

progression, and 12 of them subsequently suc-

cumbed to their disease. In the other group,

seven of the 14 showed regression of tumor

(tumor regression being defined as 50% decrease

in one diameter of the tumor and no evidence of

the development of new lesions radiologically,

clinically, or histologically), and there was no

evidence of metastasis. In those patients who

died, the autopsies revealed no new lesions or

miliary spread of the disease. A recent study

from the Veterans Administration Lung Cancer

Study Group reported serious hemorrhage from

tumor sites when heparin and cyclophosphamide

were used together in the treatment of lung can-

cer.37

This is a simplistic overview of the use of

heparin in the cancer patient, which actually

presents a complex and awesome challenge to

the clinician. At present there is a large multi-

centered study underway in New England, which

should shed further light on this intriguing new

use for heparin.

Pharmacotherapeutics and Pharmacokinetics

There continues to be division of opinion in

today’s literature regarding the best route of

administration, the size of dose, and the method

of control of heparin therapy. Norman et al

report in a recent paper that heparin given q6h

by IV bolus is their method of choice.38 Others

use heparin by intermittent injection every four

hours. As more is learned about the kinetics of

admir/stration, more clinicians are using a con-

stant intravenous infusion. Continuous intra-

venous infusion was actually the first method

used for heparin therapy, but owing to the dif-

ficulties in monitoring the dose and the dangers

from runaway infusion, the intravenous bolus

method evolved. With the advent of constant

infusion pumps and devices such as Buritrol pre-

vention of inadvertent excess infusion is virtually

guaranteed.

and
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The kinetics of heparin are at the heart of the

dosage schedule problem. The half-life of hepa-

rin is thought to be 1.5 hours. 30 Thus adminis-

tration by intermittent injection every four to six

hours does not insure a sustained degree of anti-

coagulation. One of the inherent difficulties is

that there is no direct assay of heparin in blood.

The pharmacokinetics of heparin pertain only to

the kinetics of its anticoagulant effect. The whole

blood partial thromboplastin time (WBPTT) is

the most popular test used for measuring heparin

activity, not because it is the best test, but be-

cause it has advantages of cost, ease of perform-

ance, etc. But the same figure for WBPTT in

two heparinized subjects does not necessarily

represent the same amount of heparin in the blood

of each subject.

In fact, the half-life of heparin varies with the

dose, an unusual circumstance among pharma-

cologic agents. Sensitivity to heparin’s action is

also significantly related to baseline clotting

status. Figure 2 represents a theoretical curve

showing the effect of the dose ratio and dose
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interval on the maintenance of heparin effect if

the half-life is indeed 1.5 hours.

Curve A represents the usual clinical dose

schedule of q4h. Curve B represents blood levels

when the dose interval is decreased to q2h, ap-

proximately the half-life. It demonstrates that

the administration of a fixed dose q4-6 hours

does not maintain commonly acceptable anti-

coagulation. These data show that if the heparin

is given q4h as an IV bolus, the two hour post-

heparin WBPTT is a more precise measure of the

effect produced by a single dose of heparin than

the WBPTT measured 3.5 hours after the last

dose.

Dosage schedule B would provide adequate

continuous anticoagulation, but drug accumula-

tion would be expected and it is impractical in

hospitals. For intravenously administered drugs,

it has been shown that if the interval between

doses of the drug is chosen to approximate the

half-life, then the initial dose must be approxi-

mately twice the maintenance dose to maintain

a minimal amount of drug in the body for effec-

tive therapy. In fact, for most drugs requiring

repeated intravenous doses, adjustment of the

dose at intervals approximating the half-life of

the drug has led to therapeutic success.39

These drug kinetics suggest that heparin should

be given by constant intravenous infusion in order

to provide maximal clinical antithrombotic anti-

coagulation.

Two recent clinical trials comparing the effec-

tiveness and complications of continuous intra-

venous infusion versus intermittent IV bolus hepa-

rin have been carried out by Dr. Salzman et al
40

at Harvard and Dr. Glazier41 at the Medical

College of Virginia. Dr. Salzman studied 100

patients receiving therapeutic heparin for pul-

monary embolism and deep vein thrombosis. He
reported major bleeding to be seven times more

frequent with intermittent injection; monitoring

therapy with WBPTT did not prevent hemor-

rhage.

In the patients getting heparin by continuous in-

travenous infusion, one fourth less heparin was

needed to achieve adequate anticoagulation

(WBPTT of 50-80 sec) with no loss of therapeu-

tic effectiveness. A loading dose of 5000-10,000

units was given.

Dr. Glazier reported on 41 patients. Of 21

patients receiving intermittent bolus therapy,

seven had major bleeding episodes, whereas none

of the 20 patients receiving continuous intra-

venous infusion had major bleeding. This group

averaged 1000 units of heparin/hr for adequate

anticoagulation.

Mant et al found no difference in bleeding epi-

sodes between continuous intravenous infusion

and intermittent therapy in their study, however. 42

Major hemorrhage occurred in 12.5% of their

continuous intravenous infusion group. This

group, however, averaged 34,151 units/day com-

pared to 24,000 units/day in the Glazier group.

There is evidence that prolongation of WBPTT

FIGURE 2

Theoretical curves showing the ef-

fect of the dose ratio and dose

interval on heparin when the

half-life is 1.5 hours.36
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to 1.5-2 times the control value is enough to in-

hibit formation of fibrin. This is derived from

experimental models; only one study provides

supporting data in man. Basu et al described

five recurrent thromboembolic episodes among

234 patients who received continuous intravenous

infusion. 43 The WBPTT was significantly shorter

(less than 1.5) in these five patients than in the

patients without recurrent thromboembolism. He
also found no correlation between the WBPTT
and development of hemorrhagic complications

during heparin therapy.

There seems to be a greater predictability and

smaller variability of effect when the dose of

heparin is calculated in terms of body weight

rather than given as a fused dose. Table 1 is

a dosage schedule of heparin for DVI adapted

from Swanson and Cacace. 44 This dosage sched-

ule suggests limits of 225-350 units/kg/day as a

guideline; the therapeutic dosage schedule needs

to be adjusted for each individual. Firm rules

for determining the “correct” dose of heparin for

all patients cannot yet be made from the available

data.

Constant intravenous infusion therapy with

heparin is begun with a loading dose of 5,000-

10,000 units. An easy method is to put 25,000

units of heparin in 500 cc of 5% D/W and use

an IVAC and a Buritrol. Every six hours 125

cc of heparinized solution is put into the Buritrol,

which should run at 20-25 cc/hr. This provides

1000 units/hr, with a minimum of fluid intake.

If a patient needs more fluid, the dosage is easily

calculated based on 1000 units/hr. The use of

a Buritrol for the administration of the aliquots

of heparinized solution every six hours is en-

couraged for both safety and practical aspects.

WBPTT can be done at the convenience of the

health care team; usually once or twice daily is

sufficient.

Mini-dose heparin need not be monitored be-

cause of its erratic absorption and its relatively

little impact on coagulation tests. The mini-

heparin dose is 5000 units every twelve hours ad-

ministered subcutaneously.

Complications

The most frequent complication of heparin

therapy is hemorrhage. A wide clinical spectrum

TABLE 1

DOSAGE OF HEPARIN FOR DVI.40

Patient weight Dosage

kg. Units/24 hours

45-54 12,000

54-59 16,000

59-64 18,000

64-69 20,000

69-74 22,000

74-79 24,000

79-84 26,000

84-89 28,000

89-94 30,000

exists, from mild mucosal oozing to massive in-

tracranial, intrathoracic, GI or GU hemorrhage.

Various statistics are reported for the occurrence

of this complication, from 0 to 33%. Although

the increase in the WBPTT does not parallel

hemorrhagic complications, there are some identi-

fiable factors associated with the increased bleed-

ing tendencies, such as, patients with thrombo-

cytopenia, drug induced platelet dysfunction, ad-

vanced age, and recent trauma or surgery. It

seems that heparin is safe if used according to es-

tablished guidelines, in normotensive patients who

possess an intact vascular system. In Salzman’s

study the patients were classified as either high-

risk or low- risk.40 Risk factors that predispose to

bleeding were present in every patient with a

major hemorrhagic complication; none of the pa-

tients without a predisposition to bleeding had

either a major or a minor bleed. Marked hema-

toma formation can occur at sites of deep intra-

muscular (IM) injections; therefore, IM injec-

tions must be avoided in patients receiving hepa-

rin.

If hemorrhagic complications do occur, the

anticoagulant activity of heparin can be neutral-

ized by protamine sulfate. The protamines are

simple, low molecular weight proteins found in

the semen of fish. They have a high arginine

content and are thus strongly basic molecules.

The positively charged protamine molecule com-

bines with the negatively charged heparin mole-

cule to form a macromolecular neutral salt, which

is devoid of anticoagulant activity. For every

100 units of heparin, 1.5 mg of protamine is

suggested.

Del Med Jrl, Aug 1979—Vol 51, No 8 447



Heparin: An Overview—Maguire

Protamine sulfate may produce deleterious ef-

fects, including cardiovascular depression, hypo-

tension, dyspnea. All of these are probably caused

by direct inhibition of myocardial function.

Complications may be avoided by injecting no

more than 50 mg of protamine in ten minutes.

The indiscriminate use of protamine should be

discouraged and each clinical situation carefully

assessed if this drug is to be considered.

Previously anaphylaxis to heparin was frequent,

but with present day purification processes it is

seen rarely, in less than 1% of patients who re-

ceive it. Mild bronchoconstriction, urticaria, and

rhinitis occur more frequently, however.

Some chronic complications of heparin are

alopecia, skeletal defects including impairment of

fracture repair and osteoporosis, and inhibition

of adrenal function by direct blockage of aldos-

terone biosynthesis, but these are not seen too

often. A pregnant patient can receive long-term

heparin therapy as heparin does not cross the

placental barrier, although coumadin does.

Complications of low-dose heparin are ex-

tremely rare. In the surgical patient they include

wound contamination from increased oozing,

hematoma formation, and bleeding. These patients

are probably the patients who need low-dose hep-

arin therapy the most. Low-dose heparin can re-

duce clinical thrombosis by at least 50%. A recent

study of 175 patients says that this is accomplished

at a high price, ie, a 27% complication rate.
45

Other investigators report a much lower complica-

tion rate, but bleeding from even low doses of

heparin does represent a clear and present danger

for the surgeon.

The hip prosthesis patient presents a compli-

cated and unique challenge. These patients par-

ticularly tend to develop pulmonary emboli if not

treated with anticoagulant agents. They also

tend to develop hemorrhagic complications if they

are treated. Further work is being done in this

particular area.

Conclusion

The present day understanding of the drug

heparin has been reviewed, including its mecha-

nism of action, pharmacokinetics, clinical use, and

complications.

Probably every clinician has seen an order sheet

filled with orders for a laboratory assessment of

the WBPTT followed by fluctuating doses of hep-

arin in an attempt to anticoagulate a patient. One
of the main points of this paper is to suggest that

patients who need full anticoagulation should re-

ceive heparin by continuous infusion. Routinely

ordered WBPTT has little, if any, relationship to

hemorrhagic complications; its determination

should be used only to assess the efficacy of the

ongoing anticoagulation process, rather than to

determine each dose, thereby saving patients many
unnecessary and costly phlebotomies.

REFERENCES

1. Murray G, Best G; Use of heparin in thrombosis. Ann Surg
108:163, 1938.

2. Atkins ED: Crystalline structure of heparin. Adv Exp Med
Biol 52:19-35, 1974.

3. Jeanloz RW : The chemistry of heparin. Adv Exp Med Biol

52:3-18, 1974.
4. McMahon FG, Jain AK, Ryan JR, et al: Anticoagulant potency

of mucosal and lung heparin. Clin Pharmacol Ther 17:79-81,
i977.

5. Rosenberg JS, Rosenberg RD: Advances in the understanding
of the anticoagulant function of heparin. Current Therapeutic
Research 18:66-78, 1975.

6. Altman R Hemker H : Contact activation in the extrinsic
blood clotting system. Throm Diath Haemorrh 18:525, 1967.

7. Rosenberg RD: Biologic actions of heparin. Semin Hematol
14:427-439, 1977.

8. Damus PS, Hicks M, Rosenberg RD: A generalized view of

heparin’s anticoagulant action. Nature 246:355-357, 1973.
9. Yin ET, Wessler S, Stoll P: Identity of plasma-activated

factor X inhibitor with antithrombin III and heparin co-factor.

J Biol Chem 246:3712, 1971.

10. Sharnoff JG: Results in the prophylaxis of postoperative
thromboembolism. Surg Gynecol Obstet 123:303-30 7, 1966.

11. Kakkar VV, Corrigan TP, Fossard DP: Prevention of post-

operative pulmonary embolism by low-dose of heparin: an in-

ternational multicenter trial. Lancet 2:45-51, 1975'.
,

12. Wessler S: Prevention of venous thromboembolism by low-dose
heparin. Mod Concepts Cardiovasc Dis 45:105-109, 1976.

13. Barritt D, Jordan S: Anticoagulant drugs in the treatment of

pulmonary embolism. Lancet 1:1309-1312. 1960.

14. Bauer G: Clinical experiences of a surgeon in the use of

heparin. Am J Cardiol 14:29-35, 1964.
15. Kerohan RJ, Todd C: Heparin therapy in thromboembolic

disease. Lancet 1 :621-626, 1966.

16 O’Sullivan EF, Hirsm J, McCarthy RA, et al: Heparin in the

treatment of venous thromboembolic disease. Med J Aust 2:

153-159, 1968.
17. Urokinase pulmonary embolism trial. Phase 1 results. JAMA

214: 2163-2172, 1970.
18. Fulton RM, Duckett K: Plasma fibrinogen and thromboem-

bolism after myocardial infarction. Lancet 1161-1164, 1976.

19. Modan B, Shani M, Schor J, et al: Reduction of hospital

mortality from acute myocardial infarction by anticoagulant
therapy. N Eng J Med 292:1359-1362, 1975.

20. Tonascia J, Godis L, Schmerler H: Retrospective evidence
favoring use of anticoagulants for myocardial infarction. N
Eng J Med 292 :1362-1366, 1975.

21. Gross H, Vaid A, Levin HS, et al: Anticoagulant therapy in

mvocardial infarction. An overview of methodology. Am J
Med 52:421-424, 1972.

22. Rogers WJ, McDaniel HG, Moraski RE, et al: Effect of

heparin induced free fatty acid elevation on myocardial oxygen
consumption in man. Am J Cardiol 40:365-371, 1977.

23. Casella L, Abelmann WH, Ellis LB: Patients with mitral

stenosis and systemic emboli. Arch Intern Med 114:773-781,

1964.
24. Mohr JP, Fisher CM, Adams RD: Cerebrovascular diseases,

in Thorn GW, Adams RD, Braunwald E, et al (eds) : Harri-

son’s Principles of Internal Medicine, Ed 8. New York, Mc-
Graw-Hill Inc., 1977, pp 1832-1868.

25. Rapaport SI: Debrination Syndromes, in Williams, WJ: Text-

book of Hematology, New York, McGraw-Hill Inc., 1972,

pp 1234-1248.
26. Lasch HG, Heene DH: Heparin therapy of diffuse intra-

vascular coagulation. Thrombos Diathes Haemorrh 33:105,
1974.

27. Gurewich V, Lipinski B: Low-dose IV heparin in the treat-

ment of DIC. Am J Med Sci 274:83-86, 1977.

28. O’Meara RA: The growth pattern of carcinomas. Arch Anat

448 Del Med Jrl, Aug 1979

—

Vol 51, No 8



Heparin: An Overview—Maguire.

Patol 31:365-385, 1960.
29. Hagmar B : Experimental tumor metastasis and blood coagu-

lability. Acta Pathol Microbiol Scan 78:211, 1970.
30. Wood S: Experimental studies on the spread of cancer with

special reference to fibrinolytic agents and anticoagulants. J
Med 5:7, 1974.

31. Davis RB, Athanasios T, Kennedy BJ : Comparative studies of

blood coagulation and platelet aggregation in patients with
cancer and nonmalignant diseases. Ann Intern Med 71:67-80,
1969.

32. Miller SP, Sachez-Avalos J, Stafanski T, et al: Coagulation
disorder in cancer— I. clinical and laboratory studies. Cancer
20:1452-1465, 1967.

33. Wilkins DJ : Interaction of charged colloids with the RES.
Adv Exp Med Biol 1:25, 1967.

34. Suemasu K: Inhibitive effect of heparin and dextran sulfate
on experimental pulmonary metastases. Gan 61:125, 1970.

35. Ludwig H: Antikoagulantien beim fortgeschrittenen carcinom.
Gynakologe 7:1, 1974.

36. Elias EG, Shukla SK, Mink IB: Heparin and chemotherapy
in the management of inoperable lung carcinoma. Cancer 36:
129-136, 1975.

37. Edlis HE, Goudsmit A, Brindley C, et al: Trial of heparin

%

CHARLES K. MORRIS, M.D.

Col. Charles K. Morris, M.C., formerly a mem-
ber of the medical section of the Personnel and

Industrial Relations Division of the E. I. duPont

de Nemours Company, died April 28, 1979. Dr.

Morris had retired from the medical section in

1978 after 15 years’ service. He had also served

for 25 years with the Air Force where he had

been chief of professional services and deputy

surgeon for the Strategic Air Command, Omaha,

Nebraska.

A member of various medical societies, in-

cluding the New Castle County Medical Society,

the Greater Newark Medical Society, the Medical

Society of Delaware, and the AMA, he was also

active in the American College of Chest Physi-

cians and the Aerospace Medical Association.

Surviving are his wife, Christine B.; two sons,

Charles B. of Fort Meade, Maryland, and Henry

C. of Newark; a daughter, Linda C. Toomre of

Boulder, Colorado; and seven grandchildren.

Memorial contributions will be accepted by

the Delaware Heart Association, 1601 Concord

and cyclophosphamide in the treatment of lung cancer. Cancer
Treat Rep 60:575-578. 1976.

38. Norman CS, Provan JL: Control and complications of inter-

mittent heparin therapy. Surg Gynecol Obstet 145:338-342,
1977.

39. Estes JW : Applications of the kinetics of heparin to the

formulation of dosage schedules. Adv Exp Med Biol 52:181-
192, 1974.

40. Salzman EW, Deykin D, Shapiro RM, et al: Management of

heparin therapy. N Eng J Med 292:1046-1050, 1975
41. Glazier RL, Crowell EB: Randomized prospective trial of con-

tinuous versus intermittent heparin therapy. JAMA 236:1365-
1367, 1976.

42. Mant MJ, O’Brien BD, Tuong KL, et al: Haemorrhagic com-
plications of heparin therapy. Lancet 1:1133-1135, 1977.

43. Basu D, Gallus A, Hirsh J, et al: Prospective study of the

value of monitoring heparin treatment with the activated partial

thromoplastin time. N Eng J Med 287:324-327, 1972.
44. Swanson M, Caccace L: Heparin therapy for continuous

intravenous infusion. Am J Hosp Pharm 28:792-795, 1971.
45. Pachter LP, Riles TS: Low-dose heparin: bleeding and wound

complications in the surgical patient—a prospective randomized
study. Ann Surg 186:669-674, 1977.

Pike, Independence Mall, Wilmington, Delaware

19803.

Vi % vi

ABRAHAM A. REA, M.D.

On Saturday, March 31, 1979, Abraham A.

Rea, M.D., died at the age of 56. Formerly a

resident physician at Beebe Hospital in Lewes,

Dr. Rea had served as the medical director of

the Delaware Hospital for the Mentally Retarded

at Stockley for ten years.

Dr. Rea was also on the Staff of the Emergency

Room at Beebe Hospital. Dr. Rea served as one

of the founders of the Peruvian American Medi-

cal Society.

Surviving are Judith M., his wife; three daugh-

ters, Deborah, Frances, and Lorraine Rea, all of

Lewes, Delaware; and his mother, Mrs. Carlota

Perez-Albela; a brother, Alfonso; a sister, Graciela

Rea; and four stepbrothers, Jorge, Hugo, Julio,

and Luis Perez-Albela; and a stepsister, Flor

Perez-Albela, all of Lima, Peru.

Charles M. Bancroft, M.D.
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DIAGNOSIS AND TREATMENT OF SEPTICEMIA

Carl S. DeMatteo, M.D.

Jack L. LeFrock, M.D.

James R. Tillotson, M.D.

Septicemia and shock due to facultative Gram-

negative bacilli and Pseudomonas aeruginosa have

received much attention during the last decade.

Septicemia is a clinical syndrome, however, and

as such may be caused by a number of micro-

organisms. Appropriate therapy for the septic

patient requires complete consideration of all

etiologic factors and physiologic abnormalities,

as well as identification of the causative agent (s).

Definitions

Bacteremia means the presence of viable bac-

teria in the circulation. Bacteremia may be

transient, intermittent, or sustained. It can occur

as a primary event or as the result of an estab-

lished focus of infection. Under these various

circumstances bacteremia may be inconsequential

or may be associated with a wide range of mor-

bidity or often mortality.

Septicemia represents the clinical syndrome of

signs and symptoms caused by the presence of

micro-organisms or their toxic products in the

circulation. Uncontrolled septicemia can pro-

gress to septic shock, which is a physiologic state

characterized by inadequate tissue perfusion be-

cause of abnormal circulatory patterns resulting in

decreased intravascular volume, blood pressure,

and cardiac output, as well as metabolic acidosis. 1

There are numerous theories regarding the eti-

ology of septic shock, but the exact cause remains

unknown. Bacteremia is not necessary for the

development of septicemia, and septic shock is not

a direct result of the actual presence of bacteria

in the circulation. 1
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Albany Medical College, Albany, New York.

Dr. LeFrock is Associate Professor of Medicine, Division of
Infectious Diseases, Albany Medical College, Albany, New York.
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Adapted from a presentation to the Section of Infectious Diseases,
Department of Medicine, Wilmington Medical Center.

Septicemia results from infection with a variety

of organisms including bacteria, rickettsia, viruses,

and fungi. Although septic shock is most com-

monly due to aerobic Gram-negative bacilli, it has

also been observed in infections due to staphy-

lococci, streptococci, Clostridia, bacteroiaes, ric-

kettsia, Candida, and viruses. 2

Epidemiology

During the pre-antibiotic era, pneumococci and

group A beta-hemolytic streptococci were the

most frequent causes of significant bacteremia.

The introduction of antibiotics, immunosuppres-

sive agents, and invasive diagnostic and therapeu-

tic procedures was associated with a rising inci-

dence of bacteremic illness due to staphylococci

and later due to Gram-negative bacilli, This shift

was first recognized among hospitalized patients,

but it is now evident that chronically ill persons

in other settings have also been affected. Today,

Gram-negative bacteremia is the leading cause of

sepsis among hospitalized patients, carrying with

it a 30-50% mortality. 3 Staphylococcal sepsis

still remains a significant problem.

Certain risk factors have been associated with

the development of bacteremic illness. (Table 1)

The presence of one or more risk factors often

suggests the etiology of the bacteremia. A care-

ful history of travel, personal habits, diet, hobbies,

and insect or animal exposures and immunizations

is also essential in the evaluation of the patient

with suspected sepsis.

Etiology

Knowledge of the site of origin of and predis-

posing factors to infection may permit an accurate

prediction of the etiologic agent. For example,

septicemia in a patient with third degree burns

is commonly due to Staphylococcus aureus or P.

aeruginosa, which colonize the burned tissue.
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TABLE 1

RISK FACTORS FOR BACTEREMIC ILLNESS

1. Disseminated carcinoma, leukemia, lymphoma
2. Diabetes mellitus

3. Cirrhosis

4. Thoracic or abdominal surgery

5. Immunosuppressive or corticosteroid therapy

6. Extensive burns

7. Intravenous, intra-arterial, or urinary catheter

placement

8. Endotracheal intubation

9. Urinary tract manipulation especially in the

presence of co-existent infection

10. Complicated labor and delivery

11. Chronic urinary tract infection

12. Bronchial, biliary, intestinal, or urinary

obstruction

13. Intravenous drug abuse
14. Splenectomy

Often, chronically debilitated or immunocompro-

mised patients present no local findings in asso-

ciation with sepsis. Endogenous flora are usually

implicated in this situation, and occult foci of

infection such as peri-rectal abscess, prostatitis,

sinusitis, dental abscess, or intra-abdominal ab-

scess must also be considered.

The young healthy individual with fulminant

sepsis in the absence of localizing signs should be

considered a candidate for meningococcemia or

staphylococcal bacteremia. In the older male,

Gram-negative bacillary sepsis without obvious

source may be due to smoldering but asymptoma-

tic prostatitis. Disseminated gonococcal infec-

tion from an asymptomatic cervical infection

should be considered in young women. Septi-

cemia may also be due to non-bacterial agents;

disseminated candidiasis may supervene in pa-

tients receiving intensive antibiotic or hyperali-

mentation regimens. Rocky Mountain spotted

fever or acute malaria may be initially mistaken

for a bacteremic illness.

Pathophysiology

Endotoxic activity resides in the outer lipopol-

ysaccharide layer of the Gram-negative cell wall.

Endotoxin is thought to initiate the physiologic

events which if unchecked result in septic shock.3

The biochemical events initiated by endotoxin are

not well defined; adrenergic, complement, kalli-

krein, and coagulation systems are all activated.

The mechanism by which Gram-positive organ-

isms, which are not known to produce endotoxin,

initiate these same events is even less well under-

stood.

Septic shock due to Gram-negative organisms

has been divided into early and late stages based

on various physiologic measurements. 1 (Table 2)

These stages form a continuum of pathophysio-

logic events and in the presence of the confound-

ing factors imposed by the patient’s age, physical

condition, and underlying disease, may be rather

indistinct. As the patient’s condition progresses

toward the later stage of the continuum, natural

compensatory mechanisms are exhausted, thera-

peutic measures are less effective, and the prog-

nosis becomes worse. The presence of uncom-

pensated acidosis, disseminated intravascular co-

agulation, or acute respiratory failure (shock

lung) indicates an advanced stage of sepsis. Gram-

negative bacteremia may progress to an irreversi-

ble stage within hours of onset while bacteremia

due to other organisms seems to evolve more

slowly. 4

Clinical Manifestations

Septicemia has been classically described as the

syndrome of shaking chills, fever, and prostration,

often with nausea, vomiting, and oliguria. Pre-

existing disease, antibiotic or immunosuppressive

therapy, and the general condition of the patient,

however, often considerably modify the presenta-

tion. In susceptible patients, the sudden develop-

ment of nonspecific and isolated findings such as

confusion, tachypnea, or hypothermia should

raise the possibility of Gram-negative sepsis be-

cause such patients may rapidly develop septic

TABLE 2

STAGES OF GRAM-NEGATIVE SEPTIC SHOCK

Early Late

Cardiac Output N D
Blood Volume N D
CVP N D
pH I to N D
Lactate N to I I

Peripheral Resistance N to D I

BP N to I I

Urine Output D D
Skin Condition Warm, Dry Cool, Moist

N=Normal l=lncreased D=Decreased
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shock without exhibiting other more classical

signs or symptoms. Petechiae, acute thrombo-

cytopenia, bullous or vesicular skin lesions, and

ecthyma gangrenosum are additional clues to the

presence of Gram-negative sepsis.

Physical examination may identify the source

of the infection and provide information regarding

the presence or absence of shock. Mental status,

pulse, supine and sitting blood pressure, quality

of respiration, jugular venous pulses, rate of capil-

lary filling, and condition of the extremities are

valuable indicators of hemodynamic status. One

early indicator of impaired peripheral perfusion is

when large joint, such as the knees, feel cooler by

palpation than the rest of the extremities. Taken

individually, physical signs of impaired perfusion

are at times unreliable. Thoughtful integration,

over time, of many observations, can be an im-

portant indicator of response to therapy and a

check on the functioning of mechanical monitor-

ing devices.

Laboratory Evaluation

Laboratory evaluation will often provide in-

formation about the presumptive and later defini-

tive etiologic agent. It can also characterize the

prevailing physiologic state of the patient and

established or impending complications. Gram-

stained smears of specimens of buffy coat, ap-

propriate body fluids, and exudates are essential

to a presumptive diagnosis. Cultures of blood,

urine, sputum, and other implicated sources of

infection are required to provide a definitive

diagnosis and establish the antibiotic sensitivity

of the causative bacteria. Three blood cultures

drawn at different times from different sites should

be obtained in all cases of suspected sepsis. The
blood culture system employed should be suitable

for the isolation of anaerobic as well as aerobic

bacteria. More than three sets of blood cultures

may be required in patients previously receiving

antibiotics.3

The value of a complete blood count does not

need emphasis. Anemia, leukocytosis, relative

neutropenia, toxic granulations, and Dohle bodies

(cytoplasmic inclusions of neutrophils) are all

suggestive of sepsis. Significant anemia may be

documented. Hyponatremia, hyperkalemia, hy-

pokalemia, hypophosphatemia, and hypoglycemia
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have been associated with Gram-negative sepsis

and must be anticipated. Arterial blood gas de-

termination provides information of therapeutic

and prognostic import about oxygenation and

acid-base balance.

Determination of the prothrombin, partial

thromboplastin, and thrombin times as well as

platelet count, fibrinogen level, and presence of

fibrin split products will often identify clinically

inapparent disseminated intravascular coagula-

tion (DIC). Chest x-ray as well as blood gases

provides a minimal data base on the pulmonary

status. Blood and urine electrolytes, urea nitro-

gen, osmolarity, and creatinine may distinguish

oliguria due to hypoperfusion from that of acute

tubular necrosis.

Treatment—General

An effective approach to the treatment of

sepsis must include a number of considerations.

Non-infectious causes for the clinical presentation

such as hypoadrenalism, myxedema, dehydration,

myocardial disease, pulmonary embolus, or cen-

tral nervous disorders should be sought. Clinical
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and laboratory data should be integrated to form

a presumptive etiologic and anatomic diagnosis.

The risks of treating a patient on the basis of

an uncertain diagnosis should be weighed against

the risks of further delay. Therapy should be di-

rected at the etiologic organism (s) and anatomic

site(s) implicated by the evaluation. The basic

approach to the patient with suspected sepsis is

outlined in Table 3. Specific treatment must be

initiated early but only after careful clinical evalu-

ation.

Physiologic assessment and supportive therapy

must be instituted immediately while information

necessary for a presumptive etiologic diagnosis

is still being gathered. For the patient who is

not in shock, maintenance of an adequate intra-

vascular volume and blood oxygenation by the

administration of intravenous fluids and nasal or

mask oxygen may be all that is required. Careful

observation for early signs of shock is essential.

Falling blood pressure, oliguria, change in mental

status, or metabolic acidosis demands more in-

tensive physiologic evaluation. Information de-

rived from a Swan-Ganz catheter constitutes the

most reliable guide to hemodynamic evaluation

and therapy of shock, especially when there is pre-

existent cardiopulmonary disease. A central

venous pressure line is useful when Swan-Ganz

catheters are unavailable, but readings must be

interpreted with caution as they may not reflect

the true state of left ventricular function and in-

travascular volume.

Improvement of tissue perfusion should be the

goal of hemodynamic support. Rapid normaliza-

tion of intravascular volume with normal saline,

Ringer’s lactate, or plasma protein fraction will

often accomplish this task. The volume required

to restore perfusion can not be predicted in ad-

vance. Initial volume expansion requires the in-

fusion of 500 to 1000 cc of electrolyte solution

TABLE 3

APPROACH TO THERAPY OF THE SEPTIC PATIENT

Sepsis Suspected

Sept i cemi

a

Antibiotics
S u r g e ry

Supportive Therapy
Resp i ratory
Henody.nami c

Mon

i

to r for Shock
and Comp] i cations

Septic Shock

l
Antibiotics
Surgery
Supportive Therapy

Resp i ratory
Hemodynami

c

Vol ume

Vasopressors
Steroids
Monitor Physiologic
Response

Monitor for Treatment
and Compl i cat ions

DIC

Penal Failure

Et iologi c and
Physiologic Evaluation

454 Del Med Jrl, Aug 1979

—

Vol 51, No 8



Diagnosis and Treatment of Septicemia—DeMatteo

or 1-2 units of colloid over 15-30 minutes fol-

lowed by a reevaluation for evidence of improved

tissue perfusion. This process must often be

repeated. Failure to obtain a rapid response is

an indication for immediate placement of central

venous pressure, Swan-Ganz, and/or intra-arterial

catheters if not already present. Volume deficits

should continue to be corrected until optimal right

atrial (12-15 mm, FFO) or pulmonary artery

wedge (18-22 mm Hg) pressures are attained.

The indications for and risks of the use of

vasoactive agents such as dopamine and isopro-

terenol have been frequently emphasized. 1
-
2 Rec-

ognizing that the blood pressure may remain low

in spite of other more reliable evidence of im-

proved perfusion (cutaneous signs, urine output,

mentation, Swan-Ganz readings) all factors must

be considered before these agents are added. En-

dotracheal intubation, positive pressure ventila-

tion, and positive end expiratory pressure

(PEEP) should be instituted to minimize hypo-

xemia as soon as progressive respiratory failure

is recognized.

Extremes of body temperature, especially hypo-

thermia, must be corrected immediately. A heat-

ing blanket should be employed to maintain core

temperatures at 97°F (36.1°C), as lower tem-

peratures may impair metabolic functions required

for the maintenance of natural host defenses.

Treatment of marked hyperpyrexia (39°-4i°C;

103°-105°F) with antipyretics may precipitate

hypothermia and cardiovascular collapse. With

preexisting cardiac disease or potential neurologic

complications, attempts to reduce fever should be

undertaken under close observation.

Retrospective studies on the use of cortico-

steroids to treat septic shock have documented

favorable, indifferent, or unfavorable results. A
review of clinical trials of corticosteroids fre-

quently revealed inadequate design and methodo-

logic errors. 5 One prospective double blind, ran-

domized trial of high dose corticosteroids in septic

shock seemed to demonstrate a significant de-

crease in mortality.0 These results can not be

applied to all categories of patients, however.

Further confirmation is also required. If corti-

costeroids are to be administered, a large dose

(30 mg/kg methylprednisolone or equivalent)

should be given early and possibly repeated once

or twice at six-hour intervals if the shock state

persists. Corticosteroid administration is no sub-

stitute for vigorous hemodynamic and respiratory

support.

Treatment—Antibiotics and Surgery

There is little evidence to indicate that anti-

biotic administration significantly alters outcome

of established septic shock. Attention must be

given to supportive measures and surgically cor-

rectable conditions. The best results are achieved

when an antibiotic with activity against the etio-

logic agent is administered early and in appropri-

ate dosage. These results can be realized only

when surgically accessible foci of infection, if

present, are simultaneously drained and debrided.

This is especially true in the presence of septic

shock, where the patient’s poor condition may
lead one to defer a major surgical procedure. In

certain intra-abdominal infections mortality has

been shown to be more directly related to un-

drained infection than to inappropriate antibiotic

therapy.3

Selection of specific antibiotic therapy requires

consideration of the portal of entry or site of es-

tablished focus of infection, the possible etiologic

agents, the patterns of antibiotic susceptibility or

resistance likely to be encountered, and the pres-

ence of foci which may be seeded by metastatic

infection. Table 4 outlines some situations in

which knowledge of the source of infection, under-

lying illness, and probable pathogens can be uti-

lized to make specific antibiotic selections. When-

ever Gram-negative bacilli such as the Entero-

bacteriaceae or Pseudomonas species are sus-

pected, an aminoglycoside such as gentamicin, to-

bramycin, or amikacin should be part of the initial

regimen. In these situations cephalosporins alone

(including cefamandole or cefoxitin) will not pro-

vide adequate initial coverage. Tobramycin and

amikacin are more active than gentamicin against

Pseudomonas, but in some institutions a rising

rate of resistance of Pseudomonas to tobramycin

has led to the use of amikacin as the drug of

choice for suspected Pseudomonas infections. In

addition amikacin produces more predictable

blood levels than the other aminoglycosides; this

may favor its use in hospitals which do not per-

form serum aminoglycoside level determinations.

The combination of an aminoglycoside and car-
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Diagnosis and Treatment of Septicemia—DeMatteo

Source of Infection

1 . Skin and soft tissue

2.

Respiratory Tract

3.

Gastrointestinal

4. Urinary tract

5. Reproductive tract

6.

Unknown

TABLE 4

INITIAL ANTIBIOTIC THERAPY OF BACTERIAL SEPSIS

Clinical Situation Likely Etiology Antibiotic

Normal host Streptococcus pyogenes a. Penicillin and/or
S. aureus b. Oxacillin or nafcillir

Third Degree Burns S. aureus a. Oxacillin/nafcillin

P. aeruginosa b. Amikacin plus

ticarcillin

Diabetic S. aureus, S. pyogenes a. Aminoglycoside plu:

Enterobacteriaceae clindamycin or

Anaerobes cefoxitin alone
(including B. fragiiis)

Neutropenic or S. aureus a. Oxacillin/nafcillin

immunocompromised Enterobacteriaceae b. Amikacin plus

host Pseudomonas ticarcillin

Normal host S. pneumoniae a. Penicillin G
S. Pyogenes b. Pencillin G
N. meningiditis c. Penicillin G
S. aureus d. Oxacillin/nafcillin

Chronic Lung Disease As above plus: a. Ampicillin

H. influenzae

Klebsiella sp.

b. Aminoglycoside

Aspiration by
normal host Anaerobes a. Penicillin G
Debilitated host Anaerobes b. Penicillin G plus

Enterobacteriaceae aminoglycoside

Immunosuppressed or on As above plus: a. Amikacin plus

respirator P. aeruginosa ticarcillin

Cholangitis Enterobacteriaceae a. Aminoglycoside
Microaerophilic, anaerobic plus penicillin G
streptococcus, Clostridia sp. or ampicillin

Perforation Enterobacteriaceae a. Aminoglycoside

Abscess Anaerobes plus clindamycin

Obstruction ( esp. B. fragiiis) or carbenicillin

or ticarcillin

Diverticulitis b. Chloramphenicol

c. Cefoxitin

Normal host Enterobacteriaceae a. Aminoglycoside

Enterococci plus ampicillin

Chronic infection As above plus: a. Amikacin plus

Catheter instrumentation Pseudomonas sp. ticarcillin

Pelvic inflammatory

disease N. gonorrhoeae a. Penicillin G
Enterobacteriaceae b. Aminoglycoside

Anaerobes plus ticarcillin

c. Cefoxitin

Post-partum As above plus: a. Above plus penicillii

Group A or B streptococcus

Clostridia sp.

or ampicillin

Normal host Enterobacteriaceae a. Aminoglycoside

S. aureus plus oxacillin

or nafcillin

Neutropenic or As above plus: a. Amikacin plus

Immunocompromised Pseudomonas sp. ticarcillin

host
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benicillin or ticarcillin has synergistic activity

against Pseudomonas species, and this may be an

advantage in the treatment of such infections in

neutropenic or other compromised hosts. On the

other hand, gentamicin is more active than tobra-

mycin against Serratia species and should be used

when such infections are suspected.

Oxacillin and nafcillin are active against almost

all penicillin-resistant staphylococci as well as

other Gram-positive cocci except the enterococ-

cus. If enterococci or meningococci are possible

etiologic agents, then ampicillin or penicillin G
should be included. Bacteroides fragilis has been

frequently implicated in intra-abdominal and pel-

vic sepsis, and in such cases, clindamycin, chlor-

amphenicol, ticarcillin, or carbenicillin should be

part of the initial regimen.

Two newly released antibiotics, cefamandole, a

cephalosporin, and cefoxitin, a cephamycin, pos-

sess an expanded spectrum of activity over the

older cephalosporins. 7
-
8 Both are active against

most Gram-positive cocci except enterococci.

Cefamandole has clinically significant activity

against Hemophilus influenzae. Both are more

active in vitro against E. coli, Klebsiella species,

and Proteus species. Cefamandole, but not cef-

oxitin or the older cephalosporins, has activity

against many Enterobacter species. None of these

antibiotics has significant activity against Pseudo-

monas species. Both cefamandole and cefoxitin

are active against most anaerobic bacteria, but

only cefoxitin has significant in vitro activity

against Bacteroides fragilis.

Cefoxitin and cefamandole have been success-

fully used to treat a variety of Gram-positive and

Gram-negative infections including significant

bacteremias. The aminoglycosides are active

against a greater percentage of Enterobacteriaceae

and Pseudomonas species, however, making them

still the drugs of choice for the initial therapy of

suspected Gram-negative bacteremia of unknown
etiology. When an identified etiologic organism

is susceptible to cefamandole or cefoxitin, then

in many instances these can be substituted for an

aminoglycoside.

After the anatomic site of infection and the

antibiotic susceptibility of the etiologic agent are

established, unnecessary antibiotics can be dis-

continued and less toxic, narrow spectrum anti-

biotics substituted. Where blood cultures initially

appear negative, examination of subcultures

should be performed before antibiotics are

changed or discontinued.

A number of factors have been associated with

therapeutic failure or “breakthrough” bacteremia

following the initiation of therapy. 9 (Table 5)

Adequate dosing of aminoglycosides is best

achieved by using serum antibiotic levels as a

guide. Antibiotic susceptibility testing by several

methods, including disc diffusion and agar or tube

dilution techniques, may be required to establish

the most effective antibiotic. Granulocyte trans-

fusions are presently under trial as adjunctive

therapy in neutropenic patients.

In the presence of acute oliguria or preexisting

renal insufficiency, adjustments of the dose and

frequency of administration of many antibiotics

are required. 10 Initial doses and, where indicated,

loading doses should not be altered because of

renal impairment. Failure to administer an ade-

quate first dose of antibiotic will result in low

serum and tissue concentration, which may result

in a poor response to therapy. Subsequent anti-

biotic dosage should be based on the measurement

of serum creatinine, creatinine clearance, and,

most importantly, serum antibiotic determinations.

The factors which contribute most in the de-

termination of the outcome of sepsis include the

nature and severity of preexisting or underlying

disease, the presence of undrained foci of infec-

tion, the presence of shock, respiratory failure,

or DIC, and the early institution of appropriate

antibiotic therapy. Numerous studies indicate

that the type of underlying disease is the major

determinant of outcome in Gram-negative sep-

sis.
11-13 This is probably also true of other forms

of sepsis. Gram-negative sepsis in previously

healthy hosts is associated with 10-15% mortality.

TABLE 5

CAUSES OF PERSISTENT OR RECURRENT
BACTEREMIA ON THERAPY

1. Inappropriate antibiotic

2. Inappropriate dose or route of administration

3. Inaccurate susceptibility testing

4. Inadequate drainage of localized infection

5. Compromised host status—neutropenia

Del Med Jrl, Aug 1979—Vol 51 ,
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The presence of acute leukemia or disseminated

lymphoma increases this mortality to 50-80%.

The presence of undrained foci of infection or

septic shock increases mortality for all categories

of patients.

Summary

Septicemia is a clinical syndrome caused by

many different microbiologic agents.

A rational approach to the patient with sus-

pected sepsis must include consideration of:

1) Factors predisposing to sepsis, such as un-

derlying disease and epidemiologic history

2) Possible source and etiologies of infection

3) Physiologic status of the host with correc-

tion of abnormalities

4) Early and aggressive treatment based on a

carefully derived presumptive microbiologic

diagnosis

5) Careful observation for response to treat-

ment and development of complications.

Thorough attention to these considerations will

minimize errors of omission which may adversely

affect outcome.
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SELECTING A COMPUTER FOR YOUR
PRACTICE IS AN EXACTING PROCESS

Leif C. Beck, LL.B., CPBC
Vasilios J. Kalogredis, J.D.

The growth in medical practices— whether

measured by number of patients, physicians, or

dollars— has been accompanied by an explosion

in recordkeeping requirements and a need in

many cases to administer practices as “big busi-

nesses.” With gross billings reaching a half mil-

lion dollars in some two- and three-doctor groups,

the burdens of patient billing, insurance form

preparation, and other detail work can be ex-

pected to outstrip the capacity of manual record-

keeping systems. Thus, more frequently than

ever before, physicians are investigating comput-

er-based systems to handle the day-to-day paper-

work.

Each step in applying the possibilities, costs,

and benefits of automated data processing to a

particular practice environment requires careful,

common-sense judgment. For example, merely

deciding whether a patient’s bill should reflect

each unpaid service or only the “balance for-

ward” involved weighing the possible effect on

collections, computer storage capacity, supply

costs, and accounting. Each of these questions

must be answered up front before a purchase is

made. The physician cannot simply rely on com-

puter salesmen to answer all these “systems”

questions effectively. Aside from not being suf-

ficiently close to medical practices, computer

salesmen will focus on computerized solutions

rather than on the actual problems.

Evaluating Your Needs

The first, and perhaps most important, question

to be faced is “Where is the practice going?”.

How quickly will it grow—as to dollars, patients,

staff, and doctors? In considering this question,

ask where the practice has been and where it is

now. How large is the patient base? How
quickly has it grown? How many insurance

Messrs. Beck and Kalogredis are the principal consultants of
Management Consulting for Professionals, Inc., Bala Cynwyd,
Pennsylvania.

forms are prepared monthly? How many pa-

tients are seen each day? Is patient turnover

frequent as in orthopedics or anesthesiology, or

do patients stay with the practice for years?

Answers to these questions must be docu-

mented, and the physician or office manager must

be able to estimate ahead for one, two, and five

years. The reasons are twofold. First, a com-

puter is financially feasible only over a number

of years. The system must be able to accom-

modate practice growth for a reasonable period

without significant additional capital investment.

Secondly, some idea of future staffing require-

ments is needed in evaluating a computer. Do
not plan on reducing your office staff once the

computer is in operation; savings in personnel

costs will come, if at all, in future years.

By correlating the practice’s growth in years

past with its growth in office staff, an estimate of

future staffing requirements can be developed

from the practice projections. There is no clear-

cut formula for estimating resultant personnel

savings, but common-sense estimates can certainly

be made. If it is foreseen that the volume of in-

surance form preparation will double and a prac-

tice’s insurance clerk is already overburdened,

a computer may well save the addition of an

employee. The same type of analysis can be

applied to other tasks in the office. Heavy loads

of fairly standard typing and detailed financial

and management reporting can, for example, be

fertile areas for computer cost savings.

Personnel is not the only cost item for which

savings from automation may be realized. A
computer’s typing efficiencies might save the pur-

chase of an additional typewriter. Accounting

fees might be saved by preparing one’s own in-

ternal financial reports. Each element of the

practice’s business and communications activity

should be examined for possible savings. At-

taching a dollar estimate to these items will pro-
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duce a reasonable basis for appraising the cost

justification of computerization. If the total sav-

ings in a three- to five-doctor group is upwards of

$40,000 over a five-year period, then the com-

puter alternative should be seriously explored.

Even if the estimated financial savings are

somewhat less than the quoted figure, a computer

may be justified because of the non-dollar bene-

fits. Better financial and management control,

improved billing and collection techniques, timely

reporting, and less erratic systems are common
benefits which cannot be measured in dollars

and cents.

Documenting Your Systems

Assuming that the financial aspects project

out reasonably well, a detailed review of current

procedures is next in order. It is essential that

someone determine exactly what information is

needed for each office routine. Where does the

information come from? How is it obtained?

How is each item of the information handled and

by whom? Where does it eventually end up?

All these questions must be critically answered.

In effect, a concise understanding of what is

presently happening in the office is necessary to

understand how a computer would fit in. That

understanding must be conveyed very specifically

to any prospective vendor so he can determine

what systems changes and computer program-

ming would be required.

Many times a thorough review of the practice’s

office routines will eliminate the perceived need

for a computer. Relatively simple changes in

the present way of doing things might reap most

of the claimed benefits of computer processing

without such a substantial investment. For in-

stance, frequently made claims of “increased

cash flow” and “better collections” are more

easily solved by good basic collection practices

than by a very costly electronic machine.

If the preliminary investigation finds that the

current data processing methods are not well

organized, immediate conversion to a computer

will almost certainly lead to a disaster. The com-

puter by itself cannot improve sloppy office prac-

tices, and conversion to it in such cases will lead

to disappointment in the computer system.

Nonetheless, computerization can and should

be considered a good alternative when practice

volume, information needs, and other concerns

become too great for present methods. In fact,

some independent consultants predict that by

1984 most medical practices will be using one

form or another of electronic data processing.

What Will the Computer Do?

Next, decisions must be made as to what the

computer will do. While there are many possible

applications, a practice should not attempt to

switch everything from manual to computer in

one fell swoop. Listing the possible computer

applications and ranking them in terms of im-

portance are the usual first steps.

Patient billing and preparation of insurance

forms will usually be near, if not at, the top of

the list. What other applications can the prac-

tice use? Information on referrals, patient recall

notices, statistics on new patients and procedures

performed, automated medical records, general

practice accounting, word processing, and ap-

pointment scheduling are possibilities.

Each application or set of applications should

be assigned a spot on a timetable. The schedule

should not be spaced too closely, leaving per-

haps six to twelve months before each major new

area for conversion. One must be certain that

the last application was correctly handled and

that everyone involved has adjusted to the new

routine before introducing the next application.

The Request for Proposal

Having progressed this far, the doctor is only

then almost ready to contact several computer

salesmen. First, however, someone must organize

all information about the practice which has been

collected and, from that information, prepare for

the evaluation of proposals to be made by the

various vendors. The process involved is to

prepare a “request for proposal” (RFP) which

will inform the salesmen as to practice needs

while providing a structure for those salesmen to

respond as to their particular systems. Receiving

the responses back in such a formatted way will

allow easier cross-comparison of the competing

systems.
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1. Initial Sections. The first section of the

RFP should be an introductory letter to the ven-

dors. In soliciting a “turn key” system’s specifi-

cations and costs, it should indicate the date by

which a response is expected. The letter should

also require that responses follow the specifically

outlined format; this is important to enable intel-

ligent comparison. Also, the letter should state

to whom inquiries are to be addressed and at

what time and place a meeting of all vendors

will be held.

It is extremely important to state that the RFP
will be included in the final contract. If prob-

lems arise once a purchase has been made, the

contract will then include those specific descrip-

tions of what the computer was purchased for

and what the salesman said it would do. One

cannot underestimate the value of this protection,

which must be made a non-negotiable prerequisite

to dealing with any vendor.

Section 2 of the RFP should include a brief

description of the practice as well as the projec-

tions of growth over the next five years. The

expected timetable for implementing the differ-

ent computer applications should also be pre-

sented.

A detailed description of the present office

routines would come next. While schematic

system flow charts can be used, a narrative de-

scription of each operation is usually sufficient.

One should attach sample forms of each paper

document the office uses including, of course, the

fee slip or superbill, insurance forms, standard

letters (eg, letters to referring doctors), patient

billheads and ledger cards, financial reports, etc.

A brief section on the office’s personnel (job

descriptions and number of people) as well as an

estimate of the time they spend performing each

relevant procedure would be helpful. Finally,

detailed information on the volume of transac-

tions handled by the practice is required. The

number of “active” patients, patients seen per

day, insurance forms completed per month, pa-

tient bills prepared per month, and fee slips

handled per month are common examples.

2. Hardware and Software Inquiries. The re-

maining sections of a request for proposal should

indicate what answers are sought about the dif-

ferent companies’ computer systems. The two

major components of a computer system are the

hardware (the actual machinery) and the soft-

ware (the electronic instructions or “programs”

which the computer uses to process data). While

hardware manufacturers do not usually prepare

software and software manufacturers are not in

the hardware business, one should require that

a single vendor be responsible for the entire sys-

tem. Each component of the overall computer

system has its own quirks which must be investi-

gated and ironed out by a directly responsible

person under contract to the practice.

Beginning with the hardware, the first question

is what machine components the vendor recom-

mends in view of the RFP’s information. Each

component (central processing unit, disc storage,

printers, cathode, ray tubes, etc.) should be

identified by the vendor along with the purchase

price, monthly maintenance charge, and costs of

“field changes.” A field change is the act of

rearranging the spacing of any particular informa-

tion item once it is in the system.

Next, the RFP should request a description of

the system’s different capacities. How much

memory does the central processing unit have?

Are there electrical or environmental require-

ments for maintaining the system? How much

time is consumed in copying information for

duplicate record purposes? If several people are

using the computer at the same time, can each

person work on a different job? How far can

the input and output devices be located from the

central processing unit without requiring special

lines?

The request should also ask about the proposed

system’s expandability. Obviously, the selected

computer must be able to accommodate the

growth projected for at least the next five years.

Since future computer sales may result from

under-providing present systems’ capacities, the

concern is a common one. This inquiry should

include what costs might be incurred in “up-

grading” the system and whether the proposed

hardware is compatible with larger models.

The software is really the heart of a computer

system. Some hardware vendors also sell pre-
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packaged computer programs to handle most of

the routine computer applications in physicians’

offices. The ability to adapt manual systems to

fit these canned programs will undoubtedly help

maintain costs at reasonable levels.

Undoubtedly, however, some modification of

the programs will be necessary; and the more

“tailoring” desired, the greater will be the cost.

It would be good if the customizing can be ob-

tained on a contract (flat fee) basis since some

program writers will take much longer than others

to write the same modifications. Agreeing to

pay for modifications on an hourly basis can

very well be a trap for the unwary.

The RFP should include forms to be completed

by the vendors specifying what software will be

required for the proposed system. The forms

might be presented as tables to be filled in with

headings for the software name, initial costs

(whether leased, purchased, or other), estimated

costs of modification, and names of other pur-

chasers who have installed the same software.

Checking the references of others who have pur-

chased the same hardware and software will be

very important; therefore asking for addresses

and phone numbers of previous users is sug-

gested.

To assure that a selected system will continue

to be useful even if the vendor should disappear,

the request should ask what computer language

the programs are written in. Once the language

is known, it should be comparatively easy to find

out whether other computer-trained persons are

available who are familiar with the particular

language.

The inquiries as to software must also seek

assurance that program documentation will be

provided by the vendor. Though some computer

<ales companies are unwilling to provide this in-

formation, its availability is critical to insuring

the system’s future usefulness. Without this

knowledge, a vendor going bankrupt or dropping

out of the computer business could leave a prac-

tice stranded with a system unable to be modi-

fied as necessary.

One acceptable documentation alternative

would be to provide in the sales or lease contract

that all program documentation including the
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“source listings” will be held in escrow by a

reliable third party. Any such contract pro-

vision should require that all other information

necessary to modify the vendor’s programs also

be included in escrow.

3. Other RFP Items. In addition to exploring

the jungles of hardware and software a variety

of other peripheral questions should be asked in

the request for proposal. To what extent will

the seller provide practice personnel with train-

ing to run the computer? Is there additional

training available—for example, training in pro-

gramming?

One should also determine if there are similar

installations of the same system reasonably close

to the doctor’s office location. The idea will be

to locate someone with a compatible computer

to provide “back-up” facilities in case the prac-

tice’s computer goes “down” for any extended

period of time. The vendor will typically pro-

vide the names and addresses, but it will be up

to the buyer-doctor to strike a bargain with the

other owner.
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Finally, the RFP should ask for a copy of the

vendor’s standard sales (or lease) contract as

part of the proposal. Since the contract is writ-

ten from the seller’s point of view, it is impera-

tive to have a qualified attorney knowledgeable

in the computer field review and suggest changes

to it. This review can be deferred until the

number of vendors has been narrowed down, but

it certainly should not be overlooked.

Selection Criteria

Once the various companies have returned the

requested information, a practice can begin to

determine what system it should purchase. Of

prime importance in this respect is the vendor’s

familiarity with medical practice. Unless the

company has installed systems in a number of

practices, we feel a client should have nothing

to do with it.

Another major concern is the degree of assis-

tance that the vendor will supply after having sold

the system. Will it provide program updates

free of charge? Are there satisfactory service

facilities in terms of both the number of persons

qualified to “support” the system and the gen-

eral availability (distance from your office, hours

on call, etc.)?

Furthermore, selection should be dependent

on how stable is the vendor’s financial position,

whether doctors with the same system give good

references, and how able the vendor will be to

meet the desired installation schedule.

Conclusion

The total process of analyzing, choosing, and

eventually installing a computer in any medical

practice is, if done well, a time-consuming and

expensive procedure. The mere fact that the

purchase of an electronic data processing system

will probably be a practice’s largest investment

certainly justifies these costs. Dollar and time

considerations aside, a mistake in the preliminaries

will do more to create a “disaster” than perhaps

any ten mistakes once the computer is installed.

A large commitment of physician-time through-

out the selection process is crucial in the ultimate

success of the venture, while independent ex-

pertise will be equally essential to assure that the

many questions and concerns are faced before

the decisions are made.
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FROM LAENNEC TO LITTMANN:
THE EVOLUTION OF STETHOSCOPY1

Fred B. Rogers, M.D., Professor of Family

Practice and Community Health, Temple Uni-

versity School of Medicine, Philadelphia, Penn-

sylvania. Adapted from a presentation to the

Department of Family Practice at the Wilming-

ton Medical Center, Wilmington, Delaware.

An American physician, George P. Cammann
(1804-1863), invented the binaural flexible steth-

oscope of essentially modern design about the

year 1852. This invention combined woven

tubing, a wooden chest-piece, ivory ear-pieces,

and a spring cross-piece to hold the ear-pieces in

place. (Figure 1) Dr. Cammann published an

account of this “self-adjusting stethoscope,” a

model portable in one’s coat pocket, in the New
York Medical Times 4:140, 1855. Numerous

modifications of this parent stethoscope appeared

in the following century as binaural devices

gained wide acceptance in medical practice. The

so-called “Golden Century of Stethoscopy,” from

Dr. Rene Laennec’s treatise on mediate ausculta-

tion in 1819 to the death of Sir William Osier

FIGURE 1

Cammann Stethoscope

FIGURE 2

Postage stamp honoring Laennec issued by France

in 1926

in 1919, saw the zenith of its use as an unaided

instrument. (Figure 2) Dr. David Littmann,

cardiologist in Massachusetts, more recently de-

vised a lightweight, streamlined ‘scope which can

be carried in one’s shirt pocket. This acoustically

fine item is composed of stainless steel, Tygon

tubing, and Delrin ear tips. Littmann announced

it as “An Approach to the Ideal Stethoscope” in

the JAMA. 2

Technical progress in radiography, electro-

physiology, and phonography added greatly to

improved diagnosis in the twentieth century. The

stethoscope, though still vital in clinical medicine,

became surrounded by many new precision ac-

cessories. Modifications such as the fetoscope,

symballophone, and electronic stethoscopes ap-

peared, plus various compact models of the parent

device. The brain interpreting the sounds is,

however, as important as the instrument used for

diagnosis. With numerous adjuncts now avail-

able—fluroscope and x-ray; angio-, ballisto-, elec-

tro-, oscillo-, and phonocardiograph; ultrasono-

scope and cardiac catheterization—the physician

is no longer solely dependent on his senses, as

was the case until the turn of this century.

REFERENCES

1. Rogers RB: The development of the modern stethoscope, in

Likoff BL, Moyer JH (eds) : The Theory and. Practice of
Auscultation, Philadelphia, F. A. Davis Company, 1964.

2. Littman D: An approach to the ideal stethoscope. JAMA 178:
504-505, 1961.
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The‘Makei
Examininga FewMyths
About Prescribing.

Increasing pressure is

being put on the practicing

physician to prescribe drugs
generically. You are told that

brand-name products are

universally “expensive” and generic versions are re-

latively “cheap.” To make this case, the most extreme
(rather than typical) price differentials are cited. Thus,
consumers are led to believe that such differentials

are commonplace. Even your knowledge and your
motives as a physician are questioned.

Understandably, these views have created myths.

We think it’s time to examine them in the light of all

the facts and ramifications.

MYTH: There are no dif-

ferences in quality and per-

formance between brand-

name products and their

generic counterparts. The

corollary is that there are

no differences among prod-

ucts made by high-technol-

ogy, quality-conscious,

research-based companies

and those made by

commodity-tirpe suppliers.

FACT: The Food and
Drug Administration

does a goodjob in

monitoring a generally

excellent drug supply.

Still, it has nowhere near

the resources to guaran-

tee the quality and
bioavailabilitv of all

marketed products at

any given time.Just a few
months ago, for example,

it noted that batches of

tetracycline HC1 capsules

w hich met official mono-
graph requirements were

not bioequivalent to a

reference product. As i

know, there is substan i

literature on this subjr

affecting many drugs,

eluding such antibioti

as tetracycline and er\

thromvein. The recorc i

drug recalls and courl

actions affirms strong

that there are differen s

among pharmaceutic
companies and their

products. Research-

intensive companies
have far better record

than those that do no :

search and may pract e

minimum quality ass

ance.

MYTH: Industryfavors

only “expensive” brand

names and denigrates c

generics.

FACT: PMA companii

make 90 to 95 percen )f

the drug supply, incli

ing, therefore, most cfo

generics. Drug nome
clature is not the imp >

tant point; it’s the cor if

tence ofthe manufac
turer and the integril d

the product that coui
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SOCIAL SECURITY TODAY AND TOMORROW by

Robert M. Ball, Columbia University Press, New
York, New York, 1978. 528 pp. Price $14.95.

By reason of its breadth, if not its depth, this

book is difficult to review in limited space. The

author succeeds in indicating just how technical

the subject is, and what a tome would be required

to give it definitive treatment.

The author was in the Social Security Adminis-

tration for more than 25 years; he served as its

Commissioner for the last 1
1
years of his govern-

ment service. His book is written for the layman,

rather than for the actuary, economist, or social

scientist. He is thoroughly grounded in the

subject, and is not lacking in opinions about the

underlying philosophy of Social Security and its

history and problems during the forty-odd years

since Congress first enacted this far-reaching

social reform.

Although it may be argued whether Social

Security is a form of insurance in the strict sense,

he views it as closely analogous to insurance.

Contributions to Social Security by employer and

employee, though legally taxes, are the “premi-

ums”; the casualty insured against is loss of in-

come caused by retirement or disability.

Ball does not consider Social Security a form

of welfare, and would have no earnings test or

poverty test for entitlement to benefits. Such a

requirement would fundamentally alter the sys-

tem’s basic purpose of providing a reasonable

minimum of retirement income, around which

nucleus individual savings and private pension

plans can be built. A poverty or income test,

he thinks (validly in this reviewer’s judgment),

would destroy any incentive for individual saving.

But, in order to offset the perceived inequity of

the wealthy receiving Social Security, he would

make one-half of Social Security payments sub-

ject to income taxation.

Ball traces the evolution of the present system

Del Med Jrl, Aug 1979—Vol 51, No 8

from its origin in the mid-1930’s (when only

about 15% of all workers were covered by any

type of retirement pension plan) to 1950 when

about 60% of jobs in business and industry were

covered by Social Security to the present. Cover-

age has now been extended to about 95% of the

working population.

Mr. Ball discusses the divergence between So-

cial Security and the various federal and state

pension systems. The Armed Forces come under

it, but the Federal Civil Service does not; in the

states it is optional, both as to the governmental

entity and as to the individual employee. Ball

firmly believes that Social Security should be both

broadly extensive and compulsory; to have it

otherwise he considered unfair to those who con-

tribute to the fund.

One of the most interesting subjects treated is

the married-woman issue, about which the author

explodes some myths. He asserts with the con-

viction born of authority that there is no truth

in the widely-held notion that two married work-

ers would be better off if they got divorced and

continued to live together. As he explains it,

female dissatisfaction with Social Security is

founded chiefly on the “laborer-in-the-vineyard

principle”; working wives feel that they are not

getting enough more out of Social Security than

they would get as housewives who had not paid

into the fund. Ball does concede that there are

some inequities in the case of two-worker couples,

who may receive less in retirement than if only

one of them had worked but had paid in the same

amount of contributions as the two combined.

The future of Social Security in the 21st Cen-

tury is discussed in the light of prospective in-

flation and ongoing demographic changes destined

to impose a greater burden on the working popu-

lation as longevity increases. The author states

he would not in any event increase the contribu-

tion-taxes beyond 6%.

The book concludes with 30 “Propositions,”
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each consisting of two or three paragraphs, which

contain broad-sweeping though not radical recom-

mendations for the future of Social Security. The

principal one is that its fiscal management be

returned to the original Trust Fund principle.

Ball’s book is both thoughtful and authoritative,

and deserves an attentive reading.

John M. Bader

Mr. Bader is an attorney in Wilmington, Delaware.

its « «s

SELF-ASSESSMENT IN ELECTROCARDIOGRAPHY

by Stelio Mangiola, M.D., J. B. Lippincott Com-

pany, Philadelphia, 1977. 205 pp. Price $17.00.

Paperback.

As with most things, the best way to learn to

read an EKG is by doing it. One hundred elec-

trocardiogram cases are presented in this book.

Each consists of a full-sized EKG tracing accom-

panied by a short clinical history and several ques-

tions designed to guide the reader in interpreting

the electrocardiogram. On the back of each page

are the same tracing appropriately labeled and

also Lewis ladder diagrams, which trace the elec-

trical impulse through the heart. Answers to the

questions are given along with short explanations.

These explanations are necessarily concise be-

cause, as Dr. Mangiola points out in the preface,

a working knowledge of the electrocardiogram

is presupposed; this book is not meant to be a

primary text on electrocardiography, but a sup-

plementary one.

The carefully selected collection of simple and

complex electrocardiograms covers a wide range

of EKG abnormalities. As the reader progresses

through the book, insight and understanding

gained from previous cases can be applied to

subsequent ones. Many of the same rhythm and

conduction abnormalities are repeated throughout

the book, allowing the reader to study them in

different situations and realize their importance

in everyday medical practice.

What Dr. Mangiola has done is put together

UNIFORMS, INC.

Full line of uniforms featuring such name brands as

White Swan , Tiffiny, Whittenton, Barco, etc.

LAB COATS — CONSULTATION JACKETS

INTERN TROUSERS — SHOES (Nurse Mates)
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1140 BALTIMORE PIKE

Springfield, Pa. 19064

(215) Kl 3-4002

TRI-STATE MALL (Lower Level)

Claymont, Delaware 19703

(302) 798-5387
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a programmed learning course without the blatant

and often boring repetition that is usually found

in programmed instruction. The book is a pleasure

to work through as the question-answer format

facilitates easy understanding of the material. It

is an excellent book for the medical student who

has a basic knowledge of the EKG but wants to

sharpen his skills. It would also be very helpful

for the practicing physician as a review, self-

assessment, and source of new knowledge on the

interpretation of the electrocardiogram.

Paul J. McCready

Mr. McCready is a fourth-year student at Jefferson Medical
College.

S&

1977 YEAR BOOK OF ORTHOPEDICS AND TRAU-

MATIC SURGERY edited by Mark B. Coventry, M.D.,

Year Book Medical Publishers, Chicago, 1 977. 429

pp. Illus. Price $22.95.

1978 YEAR BOOK OF ORTHOPEDICS AND TRAU-

MATIC SURGERY edited by Mark B. Coventry, M.D.,

Year Book Medical Publishers, Chicago, 1978. 440

pp. Price $23.95.

These two Year Books contain magnificent ab-

stracts gleaned from the English, French, and

German literature. They are an absolute must

for every orthopedist, every hand surgeon, and

every doctor who deals with severe trauma.

Whether one’s major interest is hip surgery or

hand surgery, the reader will find excellence in

these volumes. It is almost impossible for the

practicing surgeon to keep up with the expanding

volume of world literature on these subjects; thus

these Year Books certainly bring the most honest,

pertinent, exciting and, at the same time, practical

selections of the world’s orthopedic literature.

They provide easy and ready access to the better

articles over the past two years.

The 1977 volume contains a section on throm-

boembolism—another aspect of orthopedics which

is a spin-off of total joint replacement.

Some 50 journals are reviewed: this is evidence

enough that it would be almost impossible for the

practicing surgeon to keep up with this mass of

literature.

Each book provides about 400 pages of ex-

tremely easy reading, with interesting and familiar

problems being covered.

Errol Ger, M.D.

sa

BLEEDING DISORDERS Discussions in Patient Man-

agement by Jessica H. Lewis, M.D., Joel A. Spero,

M.D., and Ute Hasiba, M.D., Medical Examination

Publishing Co., Inc., Garden City, New York, 1978.

132 pp. Price $10.00. Spiral Bound.

Bleeding Disorders presents a discussion of

basic coagulation, hemostatic and fibrinolytic

mechanisms, and particular types of bleeding

problems. It provides a useful supplement to a

basic medicine textbook and textbook of hema-

tology. The book is clearly written and should

be easily understandable to a house officer or

physician in general medicine.

Within the book are tables of the coagulation

cascade, fibrinolytic pathway, and site of synthesis

and half-life of coagulation factors. There are

also tables of patient laboratory data which illus-

trate certain bleeding diatheses. After a brief

discussion of a particular cause of bleeding a

short case history is presented which helps to

illustrate particular aspects in the diagnosis and

management of that bleeding problem. After the

case a section called comment discusses points

that are brought out by the particular case. At

the end of the book is a list of references which

includes some classical papers and other recent

articles. This should prove a useful source for

delving deeper into a specific topic.

Donald S. Hayes, M.D.

Dr. Hayes is a fourth-year medical resident at the Wilmington
Medical Center.

8? 8?

DERMATOLOGY An Illustrated Guide, 2nd ed., by

Lionel Fry, Update Publishing International, Inc.,

Englewood, New Jersey, 1978. 164 pp. Illus. Price

$24.50.

This introductory guide to dermatology is one

of several similar books available. The book is

printed on heavy, thick paper, and its dimensions

are oversize. The authors state that this volume
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is oriented to medical students and housestaff.

This text’s primary goal is diagnosis of all the

common skin diseases, with a minor emphasis

on treatment. The strength of this volume is the

excellent color illustrations (506). The chapters

are each brief and discuss the diagnosis, work-up,

and treatment. There are several well-written

chapters on eczema (exogenous and endogenous)

and psoriasis. The major weaknesses of this text

are its brevity (164 pp) and its oversimplification.

This text is best recommended to medical students

as an introduction to dermatology.

Howard Leibowitz, M.D.

Dr. Leibowitz is a senior medical resident at the Wilmington
Medical Center.

VS VS vs

USES OF ENZYMES AND IMMOBILIZED ENZYMES

by Francis X. Hasselberger, Ph.D., Nelson-Hall

Publishers, Chicago, 1978. 220 pp. Price $14.95.

Uses of Enzymes and Immobilized Enzymes

is divided into seventeen chapters and, as re-

peatedly stressed by the author, is intended pri-

marily to serve as an introduction to intelligent,

non-scientifically trained readers. It is apparently

the result of undergraduate work of the author,

and most of it is devoted to non-medical topics.

The book defies its intended use in many parts,

however, especially by lengthy discussions of the

methodology for identification of enzymes and

lengthy descriptions of uses of enzymes in thera-

peutic medicine as well as treatments of cancer

by some enzymes including L-asparaginase. I

find the book more interesting to students in in-

dustrial subjects since it has good discussions on

fermentation and other relevant topics. Also, it

might be of use to dietitians and nutritionists.

Students of medicine might use this book as a

reference for consultation.

It is the present writer’s opinion that the book

can be used in medical school libraries, technical

colleges, and by those especially interested in en-

zyme studies.

Gholam H. Pezeshkpour, M.D.

%

PRACTICAL POINTS IN PULMONARY DISEASES by

Daniel J. Stone, M.D., Morton C. Gluck, M.D., and

Nirmal J. Parikh, M.D., Medical Examination Pub-

lishing Company, Inc., Garden City, New York,

1978. 184 pp. Price $12.00. Spiral Bound.

This is a small, ring-bound book which at first

glance seems to be expensive. However, it is

extremely well done with x-ray reproductions as

good as in many much more expensive books.

The tables and charts are clear and uncluttered,

and the text is direct and to the point.

The topics covered are much the same as in

any standard text on pulmonary diseases, the

difference being the brevity of the discussion.

There is no attempt to give divergent viewpoints,

and that is proper in this type of book.

There are brief but adequate sections on anat-

omy, physiology, immunology, specialized diag-

nostic procedures, infectious diseases, diseases

of the pulmonary circulation, tumors of the lung,

sarcoidosis, and diseases of the pleura.

This is an extremely useful text for students

who desire a primer on lung diseases. It can
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...in the functional bowel/irritable bowel syndrome*

Bentyl
(dicyclomine hydrochloride USP)
10 mg. capsules, 20 mg. tablets,

10 mg./5 ml. syrup, 10 mg. /ml. injection

helps control abnormal motor activity

with minimal anticholinergic side effects 1
'

Demonstrated smooth muscle relaxant activity.

In this double-blind study, twenty patients having G.l. series and exhibiting

spasm were randomly selected to receive either 2 cc. of Bentyl or sodium
chloride intramuscularly. Ten minutes after the injection another radiograph
was taken . .

.

. . . Bentyl produced definite relaxation in 8 of 10 patients. The sodium chloride

produced relaxation in only 3 of 10. No side effects occurred in either group of patients.

Pylorospasm has Barium meal beginning
almost totally blocked to pass 10 minutes
passage of barium after intramuscular

meal. injection of 20 mg. Bentyl.

“The correlation of spasm relief and drug given was excellent.
”

Reference:

King, J.C. and Starkman, N M.: Evaluation of an antispasmodic.

Double-blind evaluation to control gastrointestinal spasms
occurring during radiographic examination. A preliminary report.

Western Med. 5:356-358, 1964

Merrell

This drug has been classified probably'' effective in treating

functional bowel/irritable bowel syndrome

tSee Warnings, Precautions and Adverse Reactions.

See following page for prescribing information.

8-4420 (Y736A) MNR-804



BentyT
(dicyclomine hydrochloride USP)

Capsules. Tablets. Syrup. Injection

AVAILABLE ONLY ON PRESCRIPTION

Brief Summary

INDICATIONS

Based on a review ol this drug by the National Academy ol

Sciences-National Research Council and/or other informa-

tion, FDA has classified the tollowmg indications as "prob-

ably" effective

For the treatment of functional bowel /irritable bowel

syndrome (irritable colon, spastic colon, mucous

colitis) and acute enterocolitis.

THESE FUNCTIONAL DISORDERS ARE OFTEN RE-

LIEVED BY VARYING COMBINATIONS OF SEDATIVE,

REASSURANCE. PHYSICIAN INTEREST, AMELIORA-

TION OF ENVIRONMENTAL FACTORS
For use in the treatment of infant colic (syrup).

Final classification of the less-than-effective indications

requires further investigation

CONTRAINDICATIONS Obstructive uropathy (tor example, bladder

neck obstruction due to prostatic hypertrophy); obstructive

disease ol the gastrointestinal tract (as in achalasia, pyloro-

duodenal stenosis), paralytic ileus, intestinal atony of the elderly

or debilitated patient, unstable cardiovascular status in acute

hemorrhage, severe ulcerative colitis; toxic megacolon compli-

cating ulcerative colitis, myasthenia gravis WARNINGS In the

presence of a high environmental temperature, heat prostration

can occur with drug use (fever and heat stroke due to decreased

sweating) Diarrhea may be an early symptom of incomplete

intestinal obstruction, especially in patients with ileostomy or

colostomy In this instance treatment with this drug would be

inappropriate and possibly harmful Bentyl may produce drowsi-

ness or blurred vision In this event, the patient should be warned

not to engage in activities requiring mental alertness such as

operating a motor vehicle or other machinery or perform hazard-

ous work while taking this drug PRECAUTIONS Although studies

have failed to demonstrate adverse effects of dicyclomine hydro-

chloride in glaucoma or in patients with prostatic hypertrophy, it

should be prescribed with caution in patients known to have or

suspected of having glaucoma or prostatic hypertrophy Use with

caution in patients with. Autonomic neuropathy Hepatic or renal

disease Ulcerative colitis Large doses may suppress intestinal

motility to the point ol producing a paralytic ileus and the use of

this drug may precipitate or aggravate the serious complication ol

toxic megacolon Hyperthyroidism coronary heart disease, con-

gestive heart failure, cardiac arrhythmias, and hypertension

Hiatal hernia associated with reflux esophagitis since anticholin-

ergic drugs may aggravate this condition

Do not rely on the use ol the drug in the presence of complication of

biliary tract disease Investigate any tachycardia before giving

anticholinergic (atropme-like) drugs since they may increase the

heart rate With overdosage, a curare-like action may occur

ADVERSE REACTIONS Anticholmergics/antispasmodics produce

certain effects which may be physiologic or toxic depending upon

the individual patient's response The physician must delineate

these Adverse reactions may include xerostomia, urinary hesi-

tancy and retention, blurred vision and tachycardia, palpitations,

mydriasis; cydoplegia, increased ocular tension; loss of taste,

headache, nervousness; drowsiness, weakness; dizziness, insom-

nia. nausea, vomiting, impotence, suppression of lactation; con-

stipation, bloated feeling, severe allergic reaction or drug

idiosyncrasies including anaphylaxis, urticaria and other dermal

manifestations, some degree of mental contusion and/or excite-

ment. espetially in elderly persons, and decreased sweating With

the injectable form there may be a temporary sensation of

lightheadedness and occasionally local irritation DOSAGE AND
ADMINISTRATION Dosage must be adjusted to individual patient's

needs

Usual Dosage Bentyl 10 mg capsule and syrup Adults 1 or 2

capsules or teaspoontuls syrup three or four times daily Children

1 capsule or teaspoontul syrup three or four times daily Inlants Vi

leaspoonful syrup three or tour times daily (May be diluted with

equal volume ot water ) Bentyl 20 mg Adults 1 tablet three or tour

times daily Bentyl Injection Adults 2 ml (20 mg )
every four to six

hours intramuscularly only NOT FOR INTRAVENOUS USE MAN-
AGEMENT OF OVERDOSE The signs and symptoms of overdose are

headache, nausea, vomiting, blurred vision, dilated pupils, hot. dry

skin, dizziness, dryness of the mouth, difficulty in swallowing. CNS
stimulation Treatment should consist of gastric lavage, emetics

and activated charcoal Barbiturates may be used either orally or

intramuscularly for sedation but they should not be used it Bentyl

with Phenobarbital has been ingested It indicated, parenteral

cholinergic agents such as Urecholine’ (bethanecol chloride USP)

should be used

Product Information as ol October, 1978.

Intertable dosage forms manufactured by CONNAUGHT LABORA-
TORIES, INC

.
Swiftwater. Pennsylvania 18370 or TAYLOR PHAR-

MACAL COMPANY. Decatur, Illinois 62525 tor MERRELL-NATIONAL
LMariRATORIES. Division ot Richardson-Merrell Inc, Cincinnati.
Ohio 45z*i USA

MerreJI
MERRElL NAI IONAL LABORATORIES
Division ot Richrtrdson -Me»r©lt Inc

Cincinnati Onto 4S2 IS USA

conceivably be used by students in the allied

health sciences. I would hope that it would

whet one’s appetite enough to seek more com-

plete information from a standard text or the

literature.

Leonard P. Lang, M.D.

MS vs MS

A MANUAL OF DEATH EDUCATION AND SIMPLE

BURIAL, 8th ed, by Ernest Morgan, The Celo Press,

Burnsville, North Carolina, 1977. Price $2.00. Pa-

perback.

My interest in this subject began years ago after

reading Jessica Mitford’s book, The American

Way of Death.

The 8th edition of A Manual of Death Educa-

tion and Simple Burial is a treasure house of in-

formation, covering the broad topics of death edu-

cation, the concept of funeral and memorial so-

cieties, a sample of a living will, simple burial and

cremation, and bequeathal of organs or the body

for scientific purposes. Complete directories and

indices are included.

The subject of elective death is also touched

upon, accompanied by a suggested new definition

and connotation of suicide.

In the rapidly changing social milieu surround-

ing death, this is a timely and provocative publi-

cation.

Thomas R. Brooks, M.D.

MS

BRIEFLY: SMALL REVIEWS

COMPUTERS IN ELECTROMYOGRAPHY: Comput-

ers in Medicine Series edited by D. W. Hill, J. B.

Basmajian, H. C. Clifford, et al, Butterworths, Wo-
burn, Massachusetts, 1975. 126 pp. Price $8.95.

Electromyography is “being revolutionized by

the production of practical computer methods.”

This book is one of a series entitled Computers

in Medicine. The first chapter explains the EMG.
The second chapter discusses its computer appli-

cations. The third chapter discusses computers

in general. The next three get technical.

SLIMMANSHIP by Dewey Lipe and Jurgen Wolff,

Nelson-Hall, Chicago, 1975. 257 pp. Price $9.95.
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A step-by-step manual to help the overweight

control their overeating. The secret of slimman-

ship is learning to relax body and mind and to

alter behavior.

BODY, MIND, BEHAVIOR by Maggie Scarf, Dell

Publishing Co., Inc., New York, 1976. 365 pp.

Price $2.25. Paperback.

The book includes personal interviews with the

likes of Jane Goodall, the chimpanzee lady, and

R. D. Laing, the poet-psychiatrist.

SOCIAL AND PSYCHOLOGICAL ASPECTS OF DIS-

ABILITY by Joseph Stubbins, University Park Press,

Baltimore, 1977. 617 pp. Price $19.95.

The title of the first chapter, The Lived World

of Disabled Persons, would possibly have invited

more readers for this important book.

GENETIC ISSUES IN PUBLIC HEALTH AND MEDI-

CINE by Bernice H. Cohen, Ph.D., M.P.H., Abra-

ham M. Lilienfeld, M.D., M.P.H., D.Sc., and

P. C. Huang, M.S., Ph.D., Charles C. Thomas,

Illinois, 1978. 486 pp. Price $27.00.

This book opens with a quote from the Nobel-

ist, Joshua Lederberg, . . at least 25% of our

health burden is of genetic origin.” The chapter,

Screening: Limitations and Pitfalls, is particu-

larly recommended.

FIRST DO NO HARM ... by Natalee S. Greenfield,

Sun River Press, New York, 1976. 164 pp. Price

$7.95.

The subtitle of this book tells it all: A dying

woman’s battle against the physicians and drug

companies who misled her about the hazards of

the pill.

She was 22 years old. Her husband was a

doctor. She sued everyone. A chilling story.

MEALTIME MANUAL for People with Disabilities

and the Aging by Judith Lannefeld Klinger, O.T.R.,

M.A., Institute of Rehabilitation Medicine, New
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New Jersey Medical School—CMDNJ
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CHERRY HILL INN, CHERRY HILL, N.J.
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JOHN B. JOSIMOVICH, M.D.

Department of Obstetrics and Gynecology, New Jersey Medical School,

100 Bergen Street, Newark, New Jersey 07103
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York University Medical Center and Campbell Soup

Company, Campbell Soup Co., 1978. 269 pp.

Price $3.25.

This book includes such things as hints for the

homemaker who works with one hand and how
to open a ring top can using a table knife for a

lever if your hands are weak.

From the foreword: “There is a legend that an

old man will starve to death if he doesn’t have

someone to cook for him, and an old woman
will starve to death if she doesn’t have someone

to cook for.”

A TIME TO BE BORN by David Bell, M.D., Dell Pub-

lishing Co., Inc., New York, 1975. 189 pp. Price

$1.95. Paperback.

From the jacket: “The joyous, heartbreaking

story of a pediatrician’s life.” Dedicated to all

newborn infants.

ARE YOU IN THE HOUSE ALONE? by Richard Peck,

Dell Publishing Co., Inc., New York, 1976. 172 pp.

Price $1.25. Paperback.

A novel about rape, particularly for young

adults. Dedicated to “Dr. Richard L. Flughes,

who helped.”

STROKE A Doctor’s Personal Story of His Recovery

by Charles Clay Dahlberg, M.D. and Joseph Jaffe,

M.D., W. W. Norton & Co., Inc., New York, 1977.

200 pp. Price $8.95.

An important book written by the stroke vic-

tim, who is a psychiatrist, and his attending phy-

sician. It is the kind of book which intelligent

laymen, healthy and afflicted, will adore. That

great neurologic phenomenon, language, is par-

ticularly discussed.

TRANSVESTITES AND TRANSSEXUALS by Deborah

Heller Feinbloom, Dell Publishing Co., Inc., New
York, 1976. 303 pp. Price $3.95. Paperback.

John Money, Hopkins expert on sex, says this

is an excellent book for the non-specialist.

CROMPTOM-TOWNSENB, INC.

PROFESSIONALS

SERVING

PROFESSIONALS

FOR THE UNUSUAL HOME, CALL US-478-4165

We List-We Sell-We Trade
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Book Reviews

DIABETES A Clinical Guide by Jeanne R. Bonar,

M.D., Medical Examination Publishing Co., Inc.,

New York, 1977. 354 pp. Price $12.00.

Another good guide on the subject. Includes

low dosage insulin regimens for treatment of keto-

acidosis.

UNDERSTANDING YOUR DIABETES by Arthur R.

Colwell, Jr., M.A., M.D., Cha rles C. Thomas, Illinois,

1978. 171 pp. Price $10.75.

A good book for patients; recommended.

THE CLINICAL APPRENTICE by John M. Naish, M.D.,

F.R.C.P., and Alan E. Read, M.D., F.R.C.P., Year

Book Medical Publishers, Inc., Chicago, 1975. 244

pp. Price $ 1 1 .50.

Are British books on the physical examination

so much better because British physicians have

less access to laboratory work? This is a revised

fourth edition of a book which has been around

since 1948. Very well written, albeit illustrated

too frequently with grotesqueries.

MALNUTRITION AND INTELLECTUAL DEVELOP-

MENT edited by J. D. Lloyd-Still, Publishing Sci-

ences Group, Inc., Massachusetts, 1976. 194 pp.

Price $ 1 5.00.

There are 100 million children suffering from

malnutrition in the world. Not surprisingly, if

they were malnourished as fetuses as well as in

early childhood, their ultimate intellectual po-

tential suffers.

MODERN DRUG ENCYCLOPEDIA and Therapeutic

Index edited by Arthur J. Lewis, M.D., Dun-Don-

nelley Publishing Corp., New York, 1977. 1,009

pp. Price $37.00.

Really a lot better than the PDR, in which every

word has been paid for. (In the PDR every word

has been paid for by a manufacturer, and non-

profitable drugs tend to get short shrift therein.)

LEFFERT’S DISEASE by Peter A. Lake, The Bobbs-

Merrill Co., Inc., New York, 1976. 240 pp. Price

$8.95.

Modestly exciting; one doctor (Dr. Leffert) is

the villain, another the super-sleuth.

I

I

[

OFFICE SPACE I

AVAILABLE! !

IDEAL FOR PROFESSIONAL
|

New building, convenient location ( 1 207 <

N. Scott Street). Approximately 600 square
|

feet including reception area. Parking, car- £

pet, utilities, and cleaning service included S

in rent.
|

$600.00 per month
|

(One block off Pennsylvania Avenue) 5

PLEASE CALL 1

EDWIN F. J. KUHWALD I

654-0388 f

mUHWUWUWWWHMVMHWMWWWV
THE EFFECT OF DISEASE STATES ON DRUG PHAR-

MACOKINETICS edited by Leslie Z. Benet, Ameri-

can Pharmaceutical Association, Academy of Phar-

maceutical Sciences, Washington, D.C., 1976. 252

pp. Price $9.25.

The results of a symposium on the same sub-

ject, apparently a field of intense pharmacologic

interest and research.

PROTECTING THE NATION’S HEALTH by Edward

J. Burger, Jr., M.D., Lexington Books, D. C. Heath

& Co., Massachusetts, 1976. 243 pp. Price $18.00.

A review of several aspects of governmental

regulation of health matters such as food and

drug laws, air and water pollution laws. This

book is subtitled The Problems of Regulation,

and, as we are all increasingly aware, they are

many.

“Government is a contrivance of human wis-

dom to provide for human wants. Men have a

right that these wants should be provided for by

their wisdom,” said Edmund Burke. Oh, yeah?

Bernadine Z. Paulshock, M.D.
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Speakers on Speakers for September 1979 on the Tuesday radio program (11:05 a.m.,

“Ask the WDEL), produced by the Medical Society of Delaware are: September 4, Bruce

Doctor” C. Turner, M.D., Hiatal Hernia; September 11, Richard H. Morgan, M.D., Car-

cinoid Tumors; September 18, Neil A. deLeeuw, M.D., Plastic Surgery of the

Breasts; September 25, Roger B. Rodrigue, M.D., Sexually Transmitted Diseases.

In the News Howard Wilk, M.D., was elected president of the Delaware Chapter of the Ameri-

can College of Surgeons at their annual meeting at the Academy of Medicine in

Wilmington. Other officers elected are Richard C. Hayden, M.D., vice president,

and Shahrokh S. Morovati, M.D., secretary-treasurer.

G. Dean MacEwen, M.D., Medical Director of the Alfred I. duPont Institute,

has been chosen President-Elect of the American Orthopaedic Association. Dr.

MacEwen will assume the role of the Presidency of the AOA in June 1980.

Computerized Physicians have begun using two unique computerized databanks in formulating

Databanks treatments for chronic disease patients and in evaluating new medical technologies

related to those diseases. The databanks were developed with support from the

National Center for Health Services Research (NCHSR). The new databanks

are storage and retrieval systems for extensive demographic and clinical data on

patients with chronic diseases. To date, two NCHSR-sponsored systems have

been established: one for rheumatic disease at Stanford University, and one for

coronary artery disease at Duke University. Because of their success, these sys-

tems are serving as prototypes for a traumatic coma databank network being spon-

sored by the National Institute of Health. Such systems are regarded as potential

building blocks for a national chronic disease information system, and as possible

alternatives for providing some of the information obtained in clinical trials.

The databanks are designed to give physicians and researchers quick and easy

access to comprehensive information on individual patients, or groups of patients

sharing certain personal and medical characteristics. Details, including histories

of treatments and outcomes, are indicated in printouts or visual displays. To

safeguard privacy, only a patient’s personal physician can request a file by name.

Other physicians can obtain only medical information from a file, in addition to

non-identifying personal information, such as the patient’s age and sex. For

further information, contact: Maria Friedman, NCHSR, 3700 East-West High-

way, Hyattsville, Maryland 20782. Telephone: (301) 436-8970.

Antivenin The Antivenin Committee of the American Association of Zoological Parks and

Aquariums (AAZPA) in cooperation with the Oklahoma Poison Control Center

at Oklahoma Children’s Memorial Hospital publishes a NATIONAL ANTI-

VENIN INDEX. The updated Antivenin Index for 1978/1979 is now available

and can be obtained for $3.00 by writing to the Oklahoma Poison Control

Center, Oklahoma Children’s Memorial Hospital, P.O. Box 26307, Oklahoma

City, Oklahoma 73126. Index information regarding venomous snake bite and

the location of antivenin is accessible 24 hours per day at the Center at (405)

271-5454.
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In Brief

Free The American Cancer Society announces that the following professional education

Educational material is available at NO CHARGE to physicians and other allied health per-

Materials sonnel: PROCEEDINGS OF THE NATIONAL CANCER INSTITUTE NA-
TIONAL CONFERENCE ON NUTRITION IN CANCER; EARLY DIAG-
NOSIS OF ORAL CANCER: THE ERYTHROPLASTIC LESION IN HIGH
RISK SITES; and STATISTICAL AND EPIDEMIOLOGICAL DATA ON
UROLOGIC CANCER. For further information, contact: American Cancer

Society, 1925 Lovering Avenue, Wilmington, Delaware 19806. Telephone: (302)

654-6267.

Impaired DO YOU KNOW AN IMPAIRED PHYSICIAN? THE MEDICAL SOCIETY

Physicians OF DELAWARE CAN HELP—CALL (302) 654-1001. Calvin B. Hearne,

Program M.D., is Chairman of the Impaired Physicians Program.

CLINICAL NOTICES AND MEETINGS

American Society The 1979 INTERIM MEETING OF THE AMERICAN SOCIETY OF INTERNAL
of Internal MEDICINE (ASIM) will be held September 27-29, at the Caesars Palace, Las Vegas.

Medicine For further information, contact: Edward Segal, Director of Communications, Ameri-

can Society of Internal Medicine, 2550 M Street NW, Suite 620, Washington, D.C.

20037. Telephone: (202) 659-0330.

r^~~
Well

Help You
Reach Your Goal

Faster!

Let us show you how to establish a

program of systematic savings for a home,
college, vacation and retirement.

We offer two types of Passbook Accounts
and a variety of Growth Certificates on
income for your short or long term
investment plans.

And, a retirement plan for those who do
not have one.

Stop in today and . . . “We’ll Help You
Reach Your Goal!”

WILMINGTON 921 Orange Street 654-6179

PRICES CORNER 1304 Centerville Road (Open Friday until 8 PM) 994-0911

MIDDLETOWN 18 West Main Street (Open Friday unlit 6 PM) 834-5136

Accounts Insured to $40,000 by the Federal Savings and Loan Insurance Corporation

IQUAl HOUSING
LENDER
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In Brief

High Blood

Pressure Control

A REGIONAL CONFERENCE ON HIGH BLOOD PRESSURE CONTROL spon-

sored by the American Heart Association and Affiliates in HEW Regions II & III,

the National Institutes of Health, and Region II & III Offices of the Health Services

Administration will be held September 13-14 at the Philadelphia Sheraton Hotel in

Philadelphia, Pennsylvania. For further information, contact: Roberta L. Krishock,

Conference Coordinator, American Heart Association, Pennsylvania Affiliate, P.O.

Box 2435, Harrisburg, Pennsylvania 17105.

ACP Meetings The following meetings, which fulfill Category I requirements for the AMA Physi-

cian’s Recognition Award, will be presented by the American College of Physicians:

THE FLORIDA REGIONAL MEETING, September 21-23, Tarpon Springs, Florida.

For further information, contact: Charles K. Donegan, FACP, 501 11th Street, North,

St. Petersburg, Florida 33705.

THE NEW ENGLAND REGIONAL MEETING, October 19-20, Burlington, Ver-

mont. For further information, contact: Stanley L. Burns, Jr., FACP, Vermont Medi-

cal Center Hospital, Burlington, Vermont 05401.

THE EASTERN PENNSYLVANIA REGIONAL MEETING, October 19-20, Hotel

Hershey, Hershey, Pennsylvania. For further information, contact: George L. Jack-

son, FACP, Harrisburg Hospital, South Front Street, Harrisburg, Pennsylvania 17101.

American Heart

Association

The American Heart Association Upstate New York Chapter, Inc. is presenting

CARDIOLOGY ’79 ANNUAL HEART TEACHING DAY FOR PHYSICIANS Sep-

tember 27 at the Civic Center, Syracuse, New York. It is acceptable for five pre-

scribed hours by the American Academy of Family Physicians. For further informa-

tion, contact: The American Heart Association, 1212 James Street, Syracuse, New
York 13203.

AMA The AMA REGIONAL CME MEETING will be held October 8-12 at the Ilikai Hotel

in Honolulu, Hawaii. Thirty-one different courses are available. September 30 is

the last date that rooms are being held for this meeting. For further information,

contact: Gale K. Jewett, Assistant Director, Division of Continuing Medical Studies,

American Medical Association, 535 North Dearborn Street, Chicago, Illinois 60610.

Telephone: (312) 751-6570.

American Society

for Surgery

of the Hand

The American Society for Surgery of the Hand is sponsoring a seminar, PRIMARY
CARE OF HAND INJURIES, October 1-3, Kiawah Island, South Carolina. For

further information, contact: American Society for Surgery of the Hand, 2600 South

Parker Road, Suite 132, Aurora, Colorado 80014. Telephone: (303) 755-4588.

Hypertension

Symposium
A symposium on hypertension for family physicians entitled “HYPERTENSION

IN FAMILY PRACTICE: PRESENT AND FUTURE” will be presented immediately

after the Annual Meeting of the American Academy of Family Physicians October 11

at the Georgia World Congress Center, Atlanta, Georgia. This program is acceptable

for 3 prescribed hours by the American Academy of Family Physicians and approved

for 3 credit hours in Category I for the Physician’s Recognition Award of the Ameri-

can Medical Association. For further information, contact: Louise Pansini, World
Health Information Services, Inc., 505 Park Avenue, New York, New York 10022.

Telephone: (212) 751-5737.

All-day Seminar An all-day seminar, THE FAMILY AS A PATIENT, will be held at the University

of Delaware, Wilcastle Center, Wilmington, on October 13 from 9 a.m. to 4 p.m.

The program is co-sponsored by the Delaware Academy of Family Physicians and the

Department of Family Practice, Wilmington Medical Center. Lunch is included in

the $35 registration fee. Contact Sylvia Brocka at 738-8155 for further information.
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In Brief

American Society The American Society of Law and Medicine will sponsor a conference, CRITICAL
of Law and ISSUES IN HEALTH LAW, October 19-20 at the Sheraton Washington Hotel in

Medicine Washington, D.C. The Conference will examine the duty of hospitals to provide

quality medical care and to monitor their medical staffs to assure the provision of

such quality care; the legal relationship of physicians to state licensing boards, medi-

cal societies, and hospitals; and the duties, rights, and liabilities arising from the pro-

vision of medical care to terminally ill patients. For further information, contact:

A. Edward Doudera, Esq., American Society of Law and Medicine, 520 Common-
wealth Avenue, Suite 211, Boston, Massachusetts 02215. Telephone: (617) 262-4990.

Legal Aspects of A conference entitled LEGAL AND ETHICAL ASPECTS OF HEALTH CARE FOR
Health Care CHILDREN will be held October 25-27 at the Four Seasons Hotel, Toronto, Ontario,

for Children Among the major issues to be discussed are child abuse and neglect; experimentation

with children; sterilization of the incompetent minor; euthanasia and the defective

newborn; and pregnant minor: abortion and contraception. For further information,

contact: American Society of Law and Medicine, Legal & Ethical Aspects of Health

Care for Children, 520 Commonwealth Avenue, Suite 211, Boston, Massachusetts

02215. Telephone: (617) 262-4990.

AMWA The American Medical Women’s Association, Inc. is presenting a program, ACCENT
ON YOUTH, November 8 and 10, at the Hilton Inn in Albuquerque, New Mexico.

The program is designed to familiarize the practicing physician with new frontiers

of pediatric medicine. A total of 6 hours Category 1, CME credit has been approved.

For further information, contact: The American Medical Women’s Association, Inc.,

1740 Broadway, New York, New York 10019. Telephone: (212) 586-8683.

There is an alternative to

drugs in fighting the battle

against pain.

Many medical professionals

agree that drugs, with their

known side effects, are not

always the best weapon to

combat pain. There is an
alternative: Transcutaneous

Electrical Nerve Stimulation

(TENS). Helping to manage pain

electronically.

Stimtech is a leading

manufacturer of a full line of

TENS devices and accessories.

In addition to the STIMPULSE™
and STIMETTE™ Stimulators

shown here, The Doctor's Bag
carries the complete range of

Stimtech single and multiple

output channel TENS devices and
Stimtech accessories.

And The Doctor’s Bag offers a

lease program for patients

requiring stimulators, with 1 00%
of the first month's rental

applicable to the purchase price.

Call The Doctor’s Bag today and
get the full story on how TENS
therapy can help you and your

patients.

The Doctor’s Bag
1 320 Washington Street

Wilmington, DE 19801

(302) 654-9976

Caution: Federal Law (U.S.A.) restricts

this device to sale by, or on the order of, a
physician. Warnings: For external use
only. TENS devices can affect the opera-
tion of cardiac pacemakers; not recom-
mended for use by patients with known
myocardial disease or arrhythmias, with-

out physician evaluation. Do not stimu-
late the eye area. Do not stimulate over
the carotid sinus nerves, laryngeal, or
pharyngeal muscles. Do not allow chil-

dren to operate TENS devices without
adequate adult supervision. Avoid abrupt
changes of stimulator controls while
operating dangerous machinery. Contra-
indications: Absolute contradindications

have not been established. Precautions:
Safety of stimulation has not been
established during pregnancy or delivery.

Exercise caution when stimulating facial

areas: Do not stimulate the eye area.

STIMTECH-’ Stimulators should only be
used with electrodes and accessories
provided by STIfVITECH, INC Use the
STIMTECH" Stimulator only for that pain
problem for which it is prescribed. Turn
the stimulator power off before removing
or applying electrodes. Side Effects:
Possible skin irritation beneath or around
electrode site If skin irritation occurs,
consult your physician.
©Stimtech, Inc. 1978 Printed in U.S.A.
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In Brief

American Academy The 36th ANNUAL MEETING OF THE AMERICAN ACADEMY OF ALLERGY
of Allergy will be held February 16-20, 1980, in Atlanta, Georgia. For further information, con-

tact: Ted Klein & Company, 118 E. 61st Street, New York, New York 10021. Tele-

phone: (212) 935-1290.

American College THE 20TH INTERNATIONAL CONFERENCE ON LEGAL MEDICINE sponsored

of Legal Medicine by the American College of Legal Medicine will be held at the Houston Oaks Hotel,

Houston, Texas, May 14-17, 1980. The program will be open to all physicians, law-

yers, scientists, paramedical personnel, and other interested people. For further in-

formation, contact: Marshall B. Segal, M.D., f.D., FCLM, Program Coordinator,

American College of Legal Medicine, 1340 North Astor Street, Suite 2608, Chicago,

Illinois 60610. Telephone: (312) 642-1082.

International The FIFTH INTERNATIONAL CONFERENCE ON VENEREAL DISEASE,
Conference FAMILY PLANNING AND HUMAN SEXUALITY will be held in Honolulu, Hawaii,

June 24-July 1, 1980. It is being sponsored by the American VD Association, Planned

Parenthood-World Population, Pharmacist’s Planning Service, Inc. (PPC) and Re-

search Associates. It meets the criteria for up to 19 hours of credit in Category I for

the Physician’s Recognition Award of the American Medical Association. Write:

Fifth International Conference on Venereal Disease, Family Planning, and Human
Sexuality, P.O. Box 1336, Sausalito, California 94965. Telephone: (415) 332-4066.

REHABILITATION CONSULTANTS, INC

AN OUTPATIENT REHABILITATION AND PHYSICAL THERAPY

FACILITY CONVENIENTLY LOCATED IN BRANDYWINE HUNDRED
PROVIDES THE PHYSICAL THERAPY TREATMENTS

PRESCRIBED BY PHYSICIANS

All services are performed under the direction of a physical therapist

supervised by a medical director.

REHABILITATION CONSULTANTS, INC.

SUITE 100, HAGLEY BUILDING

3411 SILVERSIDE ROAD

WILMINGTON, DELAWARE 19810

(302) 478-5240

8:00 A.M. to 4:00 P.M. Tuesday, Thursday

8 :00 A.M. to 7 :30 P.M. Monday, Wednesday, Friday
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YOU’LL GET PROMPT
PROFESSIONAL RESULTS
WHEN YOU REFER A
HEARING-IMPAIRED
PATIENT TO A

Hearing Aid Specialist
IN DELAWARE

YOUR INDEPENDENT AUTHORIZED DEALER IS:

WORLD LEADER IN HEARING AIDS AND HEARING TEST INSTRUMENTS

ELECTRONICS CORPORATION
4201 West Victoria Street • Chicago, Illinois 60646
An American Company
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FROM THE DELAWARE CANCER NETWORK*

CANCER AND LEUKEMIA GROUP B (CALGB)

Robert W. Frelick, M.D.

CALGB (Cancer and Leukemia Group B), a

cooperative group of which the Wilmington Medi-

cal Center is a consortium member through the

Thomas Jefferson University, met in New York

City, May 1-3, 1979, for one of its regular meet-

ings. These meetings report to different univer-

sity centers, members, and satellites on prelimi-

nary results of group studies and consider new

protocols. The latter is done by a series of com-

mittees, both disease- and modality-oriented. For

example, there is a Psychiatric Committee which

puts a member on each one of the disease com-

mittees to insure psychiatric input into that pro-

tocol. A new protocol, for example, on colon

cancer needs input from surgeons, radiotherapists,

chemotherapists, and pathologists. Delaware is

usually represented by surgeons, hematologists,

pathologists, radiotherapists, and medical oncolo-

gists. It is impossible for any one person to at-

tend all the committees so responsibility for vari-

ous committees is assigned. Spectacular break-

throughs are rare, but overall progress can usually

be seen.

The last meeting included a radiotherapy work-

shop the day prior to the general meeting. The
radiotherapy parts of the protocols are often very

detailed and complicated. The Chemotherapy

Committee meeting had discussions of Glucocor-

ticoid receptors and the clinical correlation of

hormonal receptors to hormonal manipulations

in breast cancer. Full agreement on the signifi-

cance of hormone receptors was not achieved.

It was not clear whether the management of

breast cancer on the basis of positive or negative

hormone receptor studies is valid and appropriate.

Glucocorticoid receptor studies would be of value

in leukemia and hematological malignancies.

Numerous new drugs were reviewed, including

Bruceantin (Ben Venue), Thymidine (Ben Ve-

Dr. Frelick is Deputy Director for Cancer Research, Delaware
Cancer Network.

•An NCI-supported agency located at 1200 Jefferson

Del Med Jrl, Sept 1979—Vol 51, No 9

nue), DON (NCI), and Vindesine (Lilly). Neo-

carzionostatin (Ben Venue) and Chlorozotocin

(Dome) are some of the drugs now being studied

in Phase II pilot programs by var ms members

of the group. The Psychiatric Committee spon-

sored a discussion of pain control. Data are being

collected via psychosocial questionnaires as a

part of new protocols.

The disease discussions reviewed acute leu-

kemia protocols which included 2,900 patients

on ten protocols from 1967 through 1976. There

was a clear improvement in survival over the last

decade. There has been a modest increase in the

probability of achieving a complete remission.

Young age was considered a good prognostic fac-

tor. Subcutaneous Ara-C (Upjohn) was superior

to intravenous in the cyclic combination for main-

tenance. A positive reaction to any of the four

recall antigens was a favorable prognostic sign,

but the MER treatment needed further analysis.

From 1974, there is now a 30% five-year sur-

vival compared to 5% in the 1967 protocol.

In the adjuvant treatment of breast cancer, one

of the arms, still coded, is doing exceptionally

well at 42 months with about 80% of the patients

disease-free. This includes both pre- and post-

menopausal patients. A study of metastatic

breast cancer over a ten-year period shows that

median survival is improving but is still not as

good as that seen in acute leukemia. A new study,

using chemotherapy prior to mastectomy, or

radiotherapy, for Stage III breast cancer, has just

been started.

Gastrointestinal cancer has a new study for

locally advanced or metastatic gastric cancer com-

paring 5-FU, Adriamycin (Adria), and Mutamy-

cin vs Mutamycin and Adriamycin alone. A
preoperative radiotherapy for rectal cancer pro-

tocol has been started but has had very slow entry.

Street, Wilmington, Delaware 19801. Tel. (302) 428-2113.
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Cancer Communique

Irving M. Berkowitz, D.O., of Wilmington, is

working closely with the Lymphoma Committee

on an advanced lymphoma protocol. An adjuvant

protocol for squamous cell carcinoma of the lung

has been dropped because there were not enough

early cases to initiate it.

The Cis-Platinum (Bristol)-Adriamycin pro-

tocol, completed four to five months ago, is still

being analyzed. The meeting suggested consid-

eration of a pilot study in epidermoid carcinoma

of the lung, using a combination that has been

helpful in head and neck cancer: Bleomycin

(Bristol), Methotrexate (Lederle), Citrovorum

(Lederle) rescue, and Cis-Platinum. Improved

entry in protocols for metastatic breast disease,

small cell carcinoma of the lung, lymphoma, and

preoperative radiation for advanced head and

neck carcinoma is needed.

All physicians are encouraged to call the pro-

tocol nurses at 428-4565 if they have patients

whom they would like to have the opportunity

to have protocol management—the best way to

assure current state-of-the-art for their patients.

UNIFORMS, INC.

Full line of uniforms featuring such name brands as

White Swan , Tiffiny, Whittenton, Barco, etc.

LAB COATS — CONSULTATION JACKETS

INTERN TROUSERS — SHOES (Nurse Mates)

HOSIERY

1140 BALTIMORE PIKE

Springfield, Pa. 19064

(215) Kl 3-4002

TRI-STATE MALL (Lower Level)

Claymont, Delaware 19703

(302) 798-5387
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COST OF HEALTH CARE

The now current “crisis in competency of our

leadership” and the ever-present “energy crisis”

have taken national attention away from what

one year ago was “the crisis in the cost of health

care.” The fact that public and Congressional

attention is now diverted should not draw our at-

tention away from the cost of health care and the

efforts of those in and out of our profession who
seek to control health care cost.

That health care costs have risen rapidly since

1950 is indisputable. From total health care ex-

penditures (including all health care services and

supplies) of $12 billion in 1950, the cost rose to

$139.3 billion in 1976, an increase of more than

1000%. Personal health care costs (total ex-

penditures less prepayment, administrative costs,

research costs, construction costs, and cost of

government public health activities) have risen

715% in that same 26-year period.

Three factors—medical care prices, population

increase, and the quantity and quality of care

—

have played a major role in the increase of medi-

cal expenditures.

Of the three, medical care prices have played

the most significant role and account for 55% of

the total increase. Using the consumer price in-

dex as a guide, medical care prices rose 244%.

during the 1950-1976 period, with the overall

consumer price index rising 136%. Thus, well

more than half of the rise in medical care prices

was due to inflation.

Only 10.5% of the rise of health care expendi-

tures is due to population increase. While there

was a rapid increase in population during the first

decade of the period, the second two decades

have seen a slowing in the growth of population;

however, there has been a large increase in the

per capita cost of health care.

Quantity and quality of care have accounted

for 35% of the total increase. These increases

are a vast and complex subject and include such

varied factors as increased demand, rise in per-

sonal income, greater third party payment, and

the increasing age of our population.

Physician fees are included in medical care

prices, and these have risen 241% from 1950.

There were a period of stability during the wage

and price control years of 1973 and 1974 and

a marked increase following the lifting of con-

trols. In 1978, however, physician fees increased

8% versus 9.1 % rise in the consumer price index.

In 1979, physician fee increases have been run-

ning 10.5%o, trailing the 13.9% increase in infla-

tion.

The dramatically large increase in health care

expenditures that has been the subject of cover

stories in national news magazines, countless

newspaper editorials, and the Carter Administra-

tion’s Cost Containment Bill, is in large part due

to demand. As personal income has increased,

so have insurance coverage and third party pay-

ment. Since the introduction of Medicare and

Medicaid in 1965, the role of government in

health care has steadily increased. Our popula-

tion is becoming older, and health care expendi-

tures for those over 65 is 3.5 times per capita
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greater than for those under 65. As the demand

has increased, so has the supply of health care

services with resulting increases in hospital beds,

hospital employees, physicians, and all health

care professionals. Technological changes and in-

novations have been immense; cancer chemo-

therapy, microsurgery, CAT scanners are dreams

that have come into expensive realities in the late

1970’s.

The resources that any society can devote to

medical care are limited, but what is that limit,

and has the United States exceeded it, or per-

haps not even approached it? Alternative forms

of medical care should be offered, but only if

they are allowed to compete in the free market

place. Western nations with only one form of

health care delivery have found those systems

of health care delivery often lacking and have

been as concerned and perplexed by the rise in

health costs as have the people of the United

States.

Should the rise in health care expenditures be

controlled? The answer to that is undoubtedly

yes. Plans such as the Voluntary Effort, nation-

ally and locally, and our own physicians’ cost

restraint in Delaware are directing themselves to

that goal. Whether health care costs should be

controlled by rationing, however, is a question

that most of us and our patients would answer

in the negative. The Carter Administration’s

Cost Containment Bill seeks essentially to do that,

and tends to ignore the praiseworthy efforts at

cost containment that have been made by the

health care professions. Thus far the cooperation

and restraint shown by the medical profession

have been encouraging and efforts at cost control

should continue for an indefinite period of time.
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IS MAMMOGRAPHY EFFECTIVE AND
SAFE UNDER THE AGE OF 50?

Robert W. Frelick. M.D.

Leslie W. Whitney, M.D.

What is the evidence that routine mam-
mography screening is valuable for women, even

those under the age of 50? Does the benefit of

mammography outweigh demonstrated and theo-

retical risks from the radiation entailed by the

examination?

Breast screening by mammography was first

demonstrated to be of value by Strax in a con-

trolled study starting in 1963, using women in

the New York Health Insurance Program (HIP). 1

Approximately 30,000 women served as a con-

trol to another 30,000 who accepted the invitation

to be regularly screened. Strax’s results, as calcu-

lated by Shapiro nine years later, demonstrated

conclusively that physical and mammographic

screening improved survival by 30% in the study

versus the control group.2 This is still one of

the few published studies to show the value of

prophylactic medical care.

Breast cancer is the number one killer of

women between the ages of 40 and 65.3 About

one woman in 15, or 7% of all women, eventually

will get breast cancer. In the last 20 to 25 years

the overall mortality rate from breast cancer has

not significantly changed. Since there is now
good evidence of improved survivorship in women
with small breast cancers, especially with nega-

tive nodes, earlier diagnosis is needed. In 1973,

the American Cancer Society and the National

Dr. Frelick is Deputy Director for Cancer Research, Delaware
Cancer Network

Dr. Whitney is Director of the Delaware Cancer Network.

Cancer Institute (NCI) initiated the Breast Can-

cer Detection Demonstration Project* as a major

effort toward improving the outlook in breast can-

cer. Delaware was one of the 27 sites chosen

for demonstration projects.

The demonstration project was not designed

as a research experiment, and thus control cases

were not included. The project was designed, how-

ever, to collect statistics, and it was also hoped

that it would stimulate women and physicians of

the US to make wider use of screening programs,

particularly those using mammography.

Recently, several questions have been raised,

including the possible hazard of radiation-induced

cancer in the women being screened. 4 Data

from women who have had repeated fluoroscopies

for treatment of tuberculosis, radiotherapy for

mastitis, or radiation exposure at Nagasaki or

Hiroshima, suggest an increased incidence of

breast cancer. In Nagasaki, exposure to 17 rads

of radiation was shown to be significant. In

other studies, 100 or more rads of exposure were

noted to be associated with the subsequent de-

velopment of cancer. While some mammographic

exposures formerly were reported to be as high

as 17 rads, well-controlled exposures, such as in

Wilmington, give less than one rad for each test.5

Animal work suggests that there is a linear

*This project was supported by a National Cancer Institute Grant,
Contract No. N01-CN-45047, and by funds from the American
Cancer Society.
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relationship between radiation exposure and in-

duction of cancer. Some basic scientists, but few

clinicians, think this linearity extends down to the

low levels to which patients are exposed by mam-
mography. Clinical data in thyroid irradiation

of adults do not demonstrate the risks of cancer

that small animal biologists projected years ago.

Furthermore, the Nagasaki data were based on

whole body flash irradiation, not on the type used

in mammography.

Based on the linear theory, and making no dis-

tinction between local and total body irradiation,

calculations quoted by Dr. Thier in the New Eng-

land Journal of Medicine in 1977 suggested that

in a million patients subjected to mammography
there would be an increase of approximately six

cases of breast cancer ten years later over that

expected. 6 If the biologists’ assumptions are ac-

cepted, this will increase the rate of breast cancers

per year by 0.07%, or from 7% to 7.07%. It has

also been projected that this would increase the

overall risk rate from 7% to 8% over the lifetime

of the patient getting screened yearly from age

35, a frequency of routine mammography which

is never recommended.

At present the five-year survival rate with

breast cancer developed in an unscreened popula-

tion is approximately 63% and, in a screened

group, it is 87%. Therefore, if 10,000 women
were in an unscreened group, there would be 7%
of 10,000, or 700 patients, with a 63% survival

rate, or 431 patients surviving. If 10,000 were

screened, there would be a slightly higher num-

ber of cases, ie, 8% of 10,000, if one accepts the

assumption that the screened group has a 1%
added risk. This means there would be 800

cases, some 87% of whom would survive, giving

a survival figure of 696 patients in spite of the

slightly higher number of cases. Thus, 265 of

the hypothetical 10,000 would be saved by the

increased diagnosis in the screening program.

By Dr. Durant’s analysis of the effect of the

radiation hazards of mammography, assuming

six new cases per million per year, there would

be ten induced new cases in ten years in the

280,000 women screened in the Breast Cancer

Detection Demonstration Project, versus the 800

cases which have been detected by the mam-
mography itself.

7 Dr. Durant thinks the concern

about radiation hazard is thus out of proportion

to the actual risk. He questions whether we

should ethically accept the limited radiation ad-

vice the National Cancer Institute has proposed

for our patients.

Furthermore, there are no reports yet of patients

who have actually developed a cancer from mam-
mography, even though screening experience

dates back almost 20 years. It should be recog-

nized at the same time that women who are at

increased risk for cancer (even though this cannot

now be completely defined) may be the ones who

are more sensitive to deleterious x-ray stimula-

tion; this is consistent with some animal work.

Younger women may also be more sensitive be-

cause their age confers a latent period of potenti-

ally longer duration. Therefore, one cannot com-

pletely discount the fact that radiation exposure

may be harmful, but the degree of harm is prob-

ably far less than has been recently stated.

When the HIP figures are reviewed by age,

some real questions, unrelated to the possible

radiation hazard, have been raised about the sig-

nificance of screening under the age of 50. If

there is no demonstrated improvement for those

being screened under the age of 50, then there is

no reason to screen them at all by mammography,

whether or not there is a radiation hazard. But,

in the HIP program, 19% of the women under

the age of 50 would have had their cancers missed

by the screening program if they had not had

mammography. In addition, a life saved in a

woman under 50 means more years of life than

for one above 50. Of the years of life lost from

breast cancer detected in women below the age

of 80, 41% are in patients who are diagnosed

from 35-49 years of age, while 38% of the years

of life lost are in women between the ages of 50

and 64. Using a years-of-life calculation, there

is an added significance to making the diagnosis

under the age of 50. It should be noted that,

under the age of 50 years, 67% of the cancers

diagnosed in the screened group were not associ-

ated with axillary involvement, versus axillary

involvement in 49% of the controlled group.

Above 50 years, the lack of axillary involvement

was even better with 70% of the screened group

versus 44% in the control. Only 15.9% of those

detected by mammography alone (both older and
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younger than 50 years) had positive nodes com-

pared to 51% of the control group.

In June 1977, Shapiro updated the HIP data;

the cumulative number of deaths from breast

cancer for nine years of follow-up was 91 in the

study group versus 128 in the control group. 2

In the age group 40 to 49 years, there were 39

deaths in the study group and 48 in the control

group, too few to be statistically significant.

These data do not answer the question whether

mammography helps to diagnose cancer in women
under the age of 50, since the study group in-

cluded those who refused to be screened, as well

as those who were actually screened. The former

constituted a significant proportion, since only

65% of the study group were screened by mam-
mography. Those not screened were kept in the

group, since it was a randomized operation.

While this may be proper for the study, it makes

it harder to define the value of mammography
screening itself, since one-third of those in the

study group never had mammography. The HIP
project did demonstrate that cancers detected by

mammography alone resulted in an exceptionally

low mortality rate after eight years of follow-up

of only 14.4 per 100; this figure was not broken

down by age. As would be expected, the study

group had more cases detected at a favorable

stage of development. While the data for women
under 50 apparently do not demonstrate a signifi-

cant increased salvage rate from mammography,

neither do they demonstrate that screening would

not be of value for women in this age group.

Shapiro noted that a statistical 20-30% differen-

tial could be missed in the study as it was con-

ducted.

Precise statements on the value of mam-
mography will never be possible from the HIP
study; the number of cases available for analysis

is too small and subject to chance variation.

Yet, it does seem that one-third of the breast

cancers detected through this screening would

have been missed without mammography. It is

important to remember that in younger women
physical examination detected more cancers than

mammography.

In another analysis of the HIP figures, Breslow

concluded that x-ray mammography results in a

10-15% reduction in breast cancer mortality. 8
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It probably would have been even greater if the

study were more complete, and if the study group

had had a higher proportion of people receiving

mammography.

Another current concern from the Breast Can-

cer Detection Demonstration Project is the num-

ber of so-called early cancers that were not his-

tologically confirmed. A preliminary study sug-

gested that in the 280,000 women screened in

whom 1,810 cancers were found, 60 of the 572

small cancers were subsequently interpreted by

an expert panel to be benign. However, the

slides were submitted in a hurry for this par-

ticular study; ie, some of the technicians pulled

the slides of resected specimens and not of the

original biopsy specimens which contained the

cancers. After such errors were resolved, there

still may have been a few cases (fewer than ten

patients out of the total) in whom there might

be different interpretations of benignity versus

malignancy. Considering the large number of

patients, this is an excellent result. In a recent

discussion of the 66 cases in question, review of
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the entire circumstances revealed that 48 of 66

were in question and, in these, the management

of the patient was consistent with the equivocal

findings; ie, uncertainty in many had delayed sur-

gery in order to obtain further pathological con-

sultations, and, in some, the decision of family

or surgeon, considering all of the circumstances,

led to surgery because of the questionable find-

ings.9 In view of these circumstances, and the

known problems associated with the diagnosis

and management of minimal breast cancer, these

were not concluded to be errors in management

secondary to mammography.

None of these experiences tells us how fre-

quently women should be screened for breast

cancer by mammography. It is pretty well agreed

that detection of breast cancer is advanced by an

average of one year through screening. Interval

breast cancers detected within 12 months of the

last screening have a mortality of 46.7%, which

is the same as the control group but not as good

as the 38.6% in the total study group.

We do not yet know if those at risk should have

more frequent screening. There are no studies

showing that those with a strong family history

will have better end results by having their disease

picked up early, although we assume this to be

true. Even Bailar, the original critic of the

screening proposal, largely on the basis of his

concern about radiation-induced cancer, feels that

women should be told that mammography screen-

ing may prevent as many as one-third of all deaths

from breast cancer. 3

In the Georgia Baptist Hospital Demonstration

Project in Atlanta, 58 out of the 110 women
found with breast cancer were under the age of

50, which is 57% of their total. 10 (Table 1)

Thirty-two patients, or 55%, were diagnosed by

mammography alone. Of the group with cancer

TABLE 1

ATLANTA ASYMPTOMATIC SCREENEES

5,810 patients under 50 years old (57% )

32 positive (5.5 per 1,000)

55% positive by mammography alone

14 in situ cancers; cure rate 100%
1 5 Stage I cancer; cure rate 84%
3 metastatic cancer (Stage II); cure rate 53%

TABLE 2

PROJECTED CURE OF SCREENED GROUPS
(ATLANTA)

28 of 32 patients (87.1%)

84% of Stage I

100% of in situ

53% of Stage II

PROJECTED CURE FOR THE GROUP
IF NOT SCREENED

20 of 32 patients (63% )

Without screening, eight fewer patients with

cancer would survive vs. the three patients in

whom cancer could potentially develop second-

ary to radiation.

under 50, approximately 14 women had carci-

noma in situ. The Atlanta project calculated that

the in situ group had a 100% cure rate. Patients

with cancer limited to one breast had an 84% cure

rate; those with axillary metastases had a 53%
cure rate. (Table 2) This calculates, for 28 of

the 32 patients, an 87% projected cure rate.

If 32 similar patients were eventually found at

a later time in a similar, non-screened population

(and the data from HIP would suggest that the

two groups are likely to be comparable for total

prevalence), a 63% survivorship would be ex-

pected, or 20 patients versus 28, which is a dif-

ference of eight. “Experts” fearful of radiation-

induced cancer would suggest, on the basis of

previous statistics, that there might be three in

this group.

In Delaware, of the 10,069 women screened,

49% were under 50 years old; 111 cases of can-

cer were detected. 5 Ninety-five cancers were found

on screening; 32 of these were in women under 50.

TABLE 3

ASYMPTOMATIC SCREENEES, BREAST CANCER
DETECTION DEMONSTRATION PROJECT,

DELAWARE

10,069 women screened

4,934 under age 50 years (49% )

32 positive, or 6.5 per 1,000

49% found by mammography alone

Interval CA in 1 6 patients ( 8 under 50 years)
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TABLE 4

POSITIVE SCREENEES UNDER AGE 50

(DELAWARE)

15/32 by mammography alone

12/15 negative nodes

15/32 1 cm or smaller tumor

Projected cures, 13/15 patients

Projected cures, if no screening = 9 patients

There were 16 interval cases. (Tables 3 & 4)

There were negative nodes in 65, or 66%, of the

screenees (19 of these were under the age of 50)

and 13 of the interval cases (six of these were

under the age of 50). Under the age of 50, 15

or 49%—almost half—were detected by mam-
mography alone. Negative nodes were found in

65 of the 95 cases found by screening. Fifteen

of the 32 women with cancer who were under

50 had tumors less than 1 cm in size; 13 of the

32 had tumors from 1.1 to 2.5 cm; and four of

32 had lesions larger than 2.5 cm. In 21 of the

32 patients, the axillary nodes were negative; six

of 32 had one to four positive nodes; five of the

32 had five or more positive nodes. (Table 5)

Since most authorities agree that diagnosis

can be made at least one year sooner by screening,

early diagnosis should certainly yield a better

cure rate. It would be a tremendous job, how-

ever, and one which may never be possible, to

prove the advantages of mammography in women
under 50, in part because of the ethical dilemma

already discussed above for clinicians who must

decide whether to encourage screening mam-
mography in women of this age.

How often should women be screened? The
Delaware data, the Atlanta data, and Strax’s

TABLE 5

PATIENTS DIAGNOSED BY SCREENING

Nodes over 0.5 cm = 8.9%
0 Nodes, 68 patients or 71 .6 %
1 node, 16 patients or 16.8%
5-)- nodes, 1 1 patients or 1 1 .0%
Interval CA: nodes over 2.5 cm, 18%
Screened cases: nodes over 2.5 cm, 8%

TABLE 6

FINDINGS BY YEAR, DELAWARE BCDDP

DIAGNOSED AT SCREEN IN INTERVAL

1st Year 52 7

2nd Year 18 8

3rd Year 20 1

4th Year 5 0

data, all point out that there is a decreasing in-

cidence of positive findings after the first year

of screening. In the first year of the Delaware

project, 52 cancers were found. Seven more

were found in the interval between the first and

second screens. In the second year, 18 cancers

were found; eight more were found in the interval

between. In the third year, there were 20 new

cases with one more in the interval; the fourth and

last year, five cancers were found with 0 in the

interval. (Table 6)

When the rate of finding drops from 6/1000

to 1 or 2/1000, screening probably is not justi-
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fied. Dr. Thier, based on Shapiro’s and Strax’s

work, suggests yearly screening since even with

such screening there is still a reasonable number

of women at risk for cancer who have not been

detected. Dr. Ruth Snyder at Memorial in New
York has shown that retrospective computer in-

terpretation of mammograms done before breast

cancer was diagnosed could demonstrate changes

as long as three or four years before they were

remarked upon by the radiographer. 11

Not much has been written about the potential

value of the mammogram itself in helping de-

termine the risk of breast cancer and, therefore,

the recommended frequency of examination.

Probably the usual risk factors, ie, family history,

cancer in the opposite breast, or cystic mastitis,

all have relatively low but still significant risk

potentials. According to Wolfe, who did much
of the original work in this field, risk factors can

also be assessed on the basis of mammography. 12

His data, not yet conclusive, seem to indicate that

patients with dysplasia in their mammograms have

a much higher chance of developing breast cancer

than those without it. Our own data in Dela-

ware seem in agreement, although statistical

evaluation has not been done.

The current recommendations of the Delaware

Project are that all patients with a personal his-

tory of breast cancer should be offered annual

mammograms of the remaining breast; women
over the age of 40 with a family history of breast

cancer in a mother or sister should have annual

mammograms; other women with fewer risk fac-

tors should be offered mammography at least

every three years over the age of 50; and, when

there are no special risk factors present, mammo-
grams should be done at five-year intervals. 5 Phys-

ical examination and breast self-examination

should be done yearly. Diagnostic mammography
should also be considered in those with x-ray evi-

dence of dense breasts, prominent ducts, or a past

history of multiple biopsies.

In addition, it seems reasonable based on the

data presented above to recommend an initial

screen by mammography on all women aged 35,

or even younger if there is a strong family history,

with mammograms to be repeated routinely at

three-year intervals in high risk and every five

years in others. More frequent screenings on

508
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the basis of mammography results, newly de-

veloped clinical statistics, and the patient’s per-

sonal history should be individually decided. The

risk of radiation cannot be ignored. The patient

exposure per examination by the equipment used

should be known to the clinician making the

referral for mammography.

While the data cited do not conclusively prove

statistically that screening mammography under

the age of 50 saves lives, they certainly point in

that direction. Lack of proof is probably due to

inadequate study design. In spite of the rather

conservative “safe” stand taken by the NCI, we

think that as clinicians we must emphasize the

clinical results, the potential lives saved, and ques-

tion some of the more theoretical assumptions of

those who would deny benefits of mammography

to patients under 50. A positive approach should

also reassure the women over 50 who have been

made excessively fearful of the risks and all too

often have refused the benefits of mammographic

screening. For example, 35% of the women over

50 in the Delaware project refused to have x-ray

mammography in the last year because of the

fear atmosphere which occurred secondary to

the questioning of the value of mammography
under the age of 50. This fear of induced cancer

from radiation may also have adverse effects.

Recent work by Foster and Greenwald suggests

that without mammography physician examina-

tion or self-examination of the breast has a limited

effect on mortality. 13
-
14 The overall improve-

ment rate achieved through good application of

these physical examinations is probably not over

7%. If the improvement in mortality from breast

cancer which is projected to be possible if lesions

are found early by mammography is to be

achieved, further utilization, of mammographic
examination technique will be necessary. There-

fore, a recommendation that all women be initially

screened at age 35 and have mammographic ex-

amination repeated at five-year intervals, or more

frequently if there are significant risk factors, and

at least every three years above the age of 50,

seems to be one current method with the potential

to significantly decrease the overall mortality from

breast cancer.
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CANCER IN DELAWARE

The Delaware Cancer Network has recently

distributed a 46-page summary of a research

project which assessed the psychosocial needs of

cancer outpatients. The evaluation was done by

means of a 116-question “Needs Assessment

Survey” in which the questions to be asked were

written in this fashion: “When was the

first detected?” This format was used so as to

avoid using the word cancer if that was not the

particular word the patient himself/herself used

to refer to his/her problem, a delicacy which I

have been told was insisted upon by the oncolo-

gists who gave permission for their patients to

be interviewed.

One hundred forty-two patients were asked

116 questions each for a total of 16,472 ques-

tions, a large number indeed, but still not enough

for any of the questions to achieve the accolade

of being deemed statistically significant.

It is obvious upon reading the report that the

survey went into a great deal more than assessing

psychologic needs of cancer patients. Several

of the findings in particular deserve attention

and thought: 4% of cancer patients meet the

medical expenses of their illness by selling their

homes. “Protocol” patients are far less likely

to have a financial problem (because in many in-

stances protocol patients have their drugs paid

for?).

Almost 40% of the patients surveyed were

under 54; more than a quarter were between ages

45 and 54, indicating that treatment for significant

cancer is not confined as much to older age groups

as one might speculate. Also surprising: 65%
of the patients were women. I realize that there

are more old women than old men, but since only

27% of the patients were over 65 this still seems

a sexual skew. Of all the patients, 73% initially

had their cancers detected by their family phy-

sicians. This is tempered by a further revelation

that of these, almost 90% had gone for the ex-

amination because of specific symptoms as op-

posed to going for a “routine checkup.” Whether

or not the family physician responsible for their

confirmed diagnosis was still involved in their

therapy at the time of the survey depended to a

large extent whether a radiation oncologist or a

medical (Carpenter Clinic) oncologist was fol-

lowing the patient. For some reason worth

closer scrutiny but not gone into by this survey,

three-quarters of the patients undergoing radia-

tion therapy continued their contacts and rela-

tionships with their family physician while only

about half of the medical oncology patients did

so. Are these data peculiar to this region or

similar to what would be found in other non-

university hospital cancer populations throughout

the country?

The dependency of American patients on the

automobile was also surveyed. Although 70%
of the patients were driving at the time of their

interview, less than half reported that they drove

themselves to their various treatments. Of the

people who were driven by someone else, 22%
reported that their driver had to miss work in

order to do so. Although more than one-third

had some kind of a problem in transportation,

relatively few patients knew that there were trans-

portation services available to help them.

Ability to maintain activities of everyday life,

including housekeeping activities such as food

shopping and preparation, laundry, etc., was im-

paired for many of the patients. Of married

couples with one spouse a patient, 70% reported

their marital relationships the same or improved

rather than worsened by the illness of one.

The survey supports the “preliminary observa-

tions that significant psychosocial changes occur

in the lives of cancer patients which can seriously

affect both the quality of life and the maximum
ability to respond to treatment.” What a sur-

prise.

There should be no talk of whether the survey

data are hard or soft, or would stand up under

the cold light of statistical analysis. Important

questions were asked of patients, questions which

may be as important as charting five-year sur-

vival. The Network (428-2117) is quite willing

to supply the completed survey to anyone who

asks for it. That it was supported by your tax

dollars should be an extra inducement for those

who have not seen it to get a copy and read more

than this brief and subjective summary.

B.Z.P.
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NEWER PENICILLINS

Richard V. McCloskey, M.D,

Clinicians may justifiably inquire, “Why do we

need any more penicillins?” The answer lies with

our adversaries, the infecting microorganisms,

which have developed mechanisms of resistance

to the penicillins currently approved for general

use in the United States, There is no penicillin

in clinical use today which is effective for all

infections for which penicillins may be prescribed.

This is particularly true for aerobic and anaerobic

Gram-negative rod infections for which arnpicillin

or carbenicillin, for instance, is often employed.

The development, manufacture, and evaluation

of newer penicillins have as their aim the delivery

of antibiotics which are superior to older ones in

three areas. Most important is the development

of penicillins which will kill bacteria resistant to

currently available drugs. Efforts to circumvent

resistance have in general produced penicillins,

such as oxacillin and nafcillin, which are resistant

to lactamases, enzymes which destroy penicillins

and cephalosporins. Recently approved cephalo-

sporins such as cefamandole ( Mandole

,

Lilly) or

cephamycins such as cefoxitin ( Mefoxin ,
Merck,

Sharp & Dohme) are also examples of newer lac-

tamase-resistant antibiotics with an extended spec-

trum against previously resistant bacteria.

Another approach has been to produce anti-

biotics with greater affinity for penicillin-binding

proteins in bacterial cell walls. Theoretically, the

Dr. McCloskey is Head of the Section of Infectious Diseases,
Albert Einstein Medical Center, DarofF Division, and Professor
of Medicine, Jefferson Medical College, Philadelphia, Pennsylvania.

This paper is adapted from a presentation at the Wilmington
Medical Center, Wilmington, Delaware.
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rapid association of these newer penicillins with

the specific binding protein minimizes the ex-

posure of the antibiotic molecule to destructive en-

zymes. Research also looks for penicillins with

pharmacologic advantages over current peni-

cillins. Examples of desirable characteristics

are improved oral absorption, increased potency,

prolongation of serum half-life, and better dif-

fusion into the cerebrospinal fluid, joint fluid, and

body cavities. It is always hoped that increased

potency is not associated with increased toxicity.

All the newer penicillins share the most common
toxicity of this class, ie, allergy.

The newer penicillins can be classified as fol-

lows: new and already approved for general use

(ticarcillin)
;

semisynthetic experimental acylu-

reido penicillins (mezlocillin and azlocillin); and

experimental arnpicillin derivatives (piperacillin).

Ticarcillin

The bacteriologic spectrum of ticarcillin is

similar to that of carbenicillin. Ticarcillin is

roughly twice as active against Pseudomonas as

is carbenicillin. It diffuses well into cerebrospinal

fluid, sputum, and pleural fluid. Serum levels

after intravenous doses of 50 mg/kg are 240 meg/

ml at the peak and about 90 mcg/ml at the

trough (80% of the pseudomonas strains are in-

hibited at concentrations of 25 to 50 mcg/ml of

ticarcillin). The serum half-life is 71 minutes

but increases to as much as 14.8 hours in severe

renal failure. Adverse reactions encountered
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with ticarcillin have been mainly eosinophilia,

hypokalemia, and platelet dysfunction. In a re-

cent clinical study of ticarcillin treatment of seri-

ous Gram-negative infections, 81% were cured

or improved. 1 The response rate was 74% in

those patients who were infected with Pseudo-

monas species as the initial isolate. There was

no significant difference in the response rate to

ticarcillin alone or to ticarcillin plus another anti-

biotic. The overall response rate for respiratory

infections was 71%. The infecting organism was

not eradicated if the primary isolate was Pseudo-

monas, even though the patient may have im-

proved. In comparative studies, ticarcillin has

been as effective as carbenicillin at higher doses,

but clear-cut superiority of ticarcillin over car-

benicillin has not yet been demonstrated and

may never be, because of the nature of infections

for which ticarcillin or carbenicillin is prescribed.

Mezlocillin and Azlocillin

These two new penicillins are of interest be-

cause of their activity against species of Pseudo-

monas, Citrobacter, Enterobacter, Bacteroides,

and indole-positive Proteus. Very little clinical

data are available for either drug. From in vitro

studies, mezlocillin is more active than azlocillin,

ampicillin, or carbenicillin against Klebsiella sp.',

however, neither azlocillin nor mezlocillin is as

active against Klebsiella sp. as is cefazolin. Mez-

locillin is considerably more active than azlocillin

against Enterobacter sp., even more active than

the recently approved cefamandole (Mandole

,

Lilly). Mezlocillin and azlocillin are equally

active against the major Gram-negative anaerobic

pathogen, Bacteroides sp. Azlocillin is more ac-

tive than mezlocillin against Pseudomonas sp.,

although the reverse obtains for most strains of

Streptococcus faecalis. Azlocillin and mezlo-

cillin are more active than ampicillin or carbeni-

cillin against species of Shigella, Serratia, and

Acinetobacter; however, neither antibiotic is as

active as cefoxitin ( Mefoxin ,
Merck, Sharpe &

Dohme) against strains of E. coli, Shigella, or

Providencia ( Proteus inconstans). Against car-

benicillin-resistant strains of Pseudomonas, azlo-

cillin is more active than mezlocillin. Both anti-

biotics are hydrolyzed by lactamases at about the

same rate as ticarcillin. The serum half-life is

75 minutes for azlocillin and 60 minutes for mez-

locillin. Serum protein binding is 12% for azlo-

cillin, 20% for mezlocillin. 2

Clinical studies with mezlocillin and azlocillin

are limited. Cases of pneumonia and pyeloneph-

ritis have responded satisfactorily, but much more

clinical data are needed to assess the clinical im-

portance of these two new penicillins.

Piperacillin

This antibiotic is a piperazine derivative of

ampicillin and is substantially more active against

Klebsiella pneumoniae and E. coli than are ticar-

cillin and carbenicillin. Its spectrum is very

similar to that of gentamicin and mezlocillin.

Piperacillin is very active against Pseudomonas,

inhibiting 90% of strains at concentrations of 12

mcg/ml. Piperacillin is also very active against

Bacteroides fragilis. Although hydrolyzed by

lactamase enzymes, the degree of hydrolysis and

resultant antimicrobial inactivation are less than

that of ampicillin. Therefore, piperacillin is ac-

tive against organisms such as lactamase-produc-

ing gonococci and H. influenzae. The pharma-

cology is like that of azlocillin and mezlocillin.

Clinical studies with piperacillin are more ex-

tensive than with azlocillin or mezlocillin. Treat-

ment of pneumonia, pyelonephritis, sepsis, and

pseudomonas endocarditis has been encouraging.3

Side effects have been diarrhea, eosinophilia, skin

rash, and elevation of the serum creatinine. 4

Comment

The clinician charged with the care of patients

who may develop hospital-acquired infections

needs constant research support so that he may

always have access to safe, potent, and approved

antibiotics to treat infections caused by bacteria

resistant to currently available antibiotics. The

generally low order of toxicity of penicillins makes

these newer penicillins attractive and meritorious

of clinical trials. I anticipate that one or more

of these agents will appear on the clinical scene in

the next few years.
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EDUCATIONAL COSTS TO

HOSPITALIZED PATIENTS

E. Wayne Martz, M.D.

Richard Ptakowski

One of the less obvious costs of educational

programs is the increased volume of work-ups

and treatment for hospitalized patients that are

ordered by residents. In a hospital which has

both private teaching and private nonteaching

floors, a comparison of these costs shows that

service charges on teaching floors are 60 percent

higher than on nonteaching floors. The sicker

the patients are, the greater is the disparity.

Everyone agrees that it costs more to run a

hospital with an educational program than a hos-

pital without one. How much more is the key

question. From an accounting point of view one

of the most difficult figures to isolate is the true

cost of hospital medical education. Some of the

costs are fairly easy to identify: honoraria for

guest speakers, salaries, and support costs of the

medical education office. Others are more elusive,

however. Do the patients stay in the hospital

longer? Are work-ups unnecessarily detailed?

Is there a mortality and morbidity cost? How
much of the increased costs per admission in a

university hospital compared with a community

hospital can be attributed to patients with more

severe and complex illnesses, the inefficiencies of

size, or the complexities of communication? If

one could hold all other factors constant except

the presence or absence of the educational pro-

gram, perhaps some approximation of these costs

would be possible. At the Wilmington (Dela-

ware) Medical Center a situation exists which

makes such a comparison possible within reason-

able limits.

Dr. Martz is Director of Medical Education, Wilmington Medical
Center, Wilmington, Delaware.

Mr. Ptakowski at the time of this study was a graduate student
at the University of Delaware School of Business Administration;
he is now associated with Hercules, Incorporated, Akron, Ohio.

Reprinted from The Journal of Medical Education (5 3:383-386,
1978). Copyright 1978, Association of American Medical Colleges.
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The center is a 1,093-bed nonprofit general

hospital, a major affiliate of Jefferson Medical

College of Philadelphia, and the community hos-

pital for most people in northern Delaware and

nearby areas of Pennsylvania, New Jersey, and

Maryland. Since it has approximately 80 percent

of the general hospital beds in the area and well

over half of the beds in the entire state of Dela-

ware, it cannot function as the usual closed-staff

university hospital but must provide opportunity

for any reputable physician to admit and treat

patients.

Private paying patients are used extensively

for teaching, but both patient and physician must

have the option to stay out of the teaching pro-

gram. Staffing patterns and administrative over-

head are the same on private “teaching” floors

and private “nonteaching” floors, and for the most

part the same doctors admit patients to both.

The major difference is that on teaching floors

there are medical students and residents who
write all orders, while on nonteaching floors the

orders are written by attending staff physicians.

Selection for nonteaching or teaching floors is a

result of patient preference, doctor preference,

and the availability of beds. The admitting resi-

dent has the option to veto individual patients

for teaching floors.

In this present study hospital charges and other

data were tabulated retrospectively for all patients

discharged from two teaching floors and two com-

parable nonteaching floors during a one-month

period. This information, presented in Tables 1

and 2, was taken from patient charts and financial

records and was cross-checked with laboratory,

radiology, pharmacy, central supply, and other

sources of charges.
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TABLE 1

Comparison of Nonteaching and Teaching Patients

Studied During a One-Month Period at

Wilmington Medical Center

Non-
teaching Teaching

Items Patients Patients

Number of Patients 153 138

Female 87 64
Male 66 74

Average Age 58.3 53.7

Number
Racial minority 17 17

Emergency admission 115 107
Surgery 45 40
Diagnoses per patient 2.4 2.5

Consultations per patient 0.7 0.8

Died 9 10

Death rate per 100 5.9 7.2

Percentage of charges paid by
Medicare-Medicaid 51 45
Insurance 36 41

Self-pay 9 1

1

Unpaid 4 3

In order to present this amount of information

in an assimilable form, figures represent averages,

which, of course, introduce some minor discrepan-

cies due to rounding. Note that these are not ex-

clusively charges generated during the month,

which would be more difficult to obtain and per-

haps more difficult to interpret. Instead, these

are all charges generated by all patients dis-

charged from these floors during the month. This

should give the same information in a more

readily extractable and usable form.

Comparability of Groups

There were 291 patients in the study, 153

(52.6 percent) from nonteaching floors and 138

(47.4 percent) from teaching floors. The in-

formation given in Table 1 indicates that the two

groups appear to be similar and have only a few

minor differences. The most significant differ-

ence was a sex discrepancy (chi-square 2.79;

P<.10).

The most important criterion of comparability

of the two groups would be the diagnosis. With

a relatively small sample and a wide variety of

diagnoses and complications and the difficulties

in assessing severity of illness, however, the in-

vestigators were unable to quantify any variations.

The average number of final diagnoses per patient

was essentially the same in the two groups, and

the number of consultations per patient was the

same. Similar results were obtained from com-

paring numbers of emergency admissions. One
real difference resulted from a hospital rule that

all patients admitted to intensive care units are

teaching patients; this created some tendency for

the sicker patients to be on teaching floors. All

factors considered, however, the authors feel that

the two groups of patients under study were com-

parable within reasonable limits.

The charges for the two groups might not be

comparable if a different level or standard of care

were applied to each. There are relatively few

objective yardsticks to measure quality of care.

There are some who feel that an outcome audit

gives a satisfactory answer to such questions.

There were ten deaths on the teaching floors

(average age 72.3 years) compared with nine

Menswear
and
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in the
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deaths on the nonteaching floors (average 68

years), not a significant difference by chi-square

test. Another approach to the same question is

provided by comparing length of stay. It is gen-

erally believed that residents study patients for

longer periods of time and are cautious about

sending them home, but this belief was not sup-

ported by the figures in this investigation. The

average length of stay on nonteaching floors was

11.9 days versus 12.0 days on teaching floors.

If there was a difference in the quality of care,

it was too subtle to be detected by these gross

measurements.

Results

Total costs to patients can be divided into room

charges and service charges. Since room charges

are standard and identical for identical rooms,

they vary directly with length of stay and so are

essentially the same for both groups. The ser-

vice charges show a startling disparity, however.

Service charges to teaching patients average 157

percent of the charges for nonteaching patients

($870.51/$556.04). Under service charges, labo-

ratory, x-ray, medications, and central supply

items are examined individually; the “other” cate-

gory includes such items as electrocardiograms,

electroencephalograms, electromyograms, radio-

isotope studies, respiratory therapy, physical

therapy, and similar items difficult to categorize.

From Table 2 it is seen that patients on teach-

ing floors have almost the same drug bill as those

on nonteaching floors, a moderate increase in

x-rays, and a significant increase in supplies.

In laboratory studies, however, the charges to

teaching patients were 260 percent of the charges

to nonteaching patients. The disparity in all

cases was not from more expensive studies or

supplies but from a greater volume.

Additional insights were provided by separating

out those patients who died. Daily service

charges for nonteaching patients climbed to

$88.23, approximately double the daily charges

for those who survived. Moreover, the service

charges for teaching patients went to $146.63

per day for those who died, considerably more

than double the charges for those who survived.

The ratio of teaching charges to nonteaching

charges remained similar in all categories of ser-

Quinamm
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Educational Costs to Hospitalized Patients—Martz

TABLE 2

Comparison of Hospital Charges on Nonteaching Floors and Teaching Floors

Nonteaching Floors Teaching Floors Ratio of Teaching

to Non-teaching

Charges No. Dollars No. Dollars Charges

Room charges (average)

Per day
Per patient

95.79
1,138.61

96.52

1,160.36 1.0

Service charges (average)

Laboratory

Tests per patient

Cost per test

Cost per patient

18.6

7.22

134.23

47.80
7.43

355.16 2.6

Radiology
Studies per patient

Cost per study

Cost per patient

2.9

17.27

50.09

4.0

16.33

65.31 1.3

Pharmacy
Different drugs per patient

Cost per drug

Cost per patient

13.4

5.80

77.67

16.7

5.20

86.76 1.1

Central supply

Other diagnostic and
therapeutic charges

per patient 261.51 304.80 1.2

Total service charges

Per day
Per patient

46.77
556.04

72.41

870.51 1.6

Total cost (average)

Per day
Per patient

142.56
1,694.85

168.93
2,030.86

vice charges except for a disproportionate in-

crease in radiology charges for teaching patients

who died.

Discussion and Conclusions

On a busy, short-term, acute-care medical floor

it appears that residents and medical students

deliver care that is comparable with the care given

by experienced practicing physicians as measured

by mortality and length of stay. They achieve

this at greater cost to the patient, however, largely

as a result of an increased volume of laboratory

tests and a lesser increase in supplies and x-rays.

It appears that for dying patients all doctors order

more tests, medications, and x-rays; and although

the dollar gap between teaching and nonteaching

patients gets larger, this happens with experienced

physicians in charge as well as with residents.

The discrepancy in charges for supplies is prob-

ably related to a greater number of procedures

such as cut-downs, tracheotomies, arterial blood

gases, and central venous pressure determinations.

If one looks upon a laboratory test as an au-

thoritative and quantitative answer to uncertainty,

the entire process is seen as a response to the

physician’s anxiety. The inexperienced physician

hesitates to trust his clinical judgment; but as he

gains experience and is repeatedly reassured by

laboratory results which confirm his opinions,

he tends to rely increasingly on his clinical im-

pressions. Faced with a dying patient all phy-

sicians feel insecure and search for that outside

chance that they might have overlooked some-

thing which could help their patient. Physician

education is a lifelong process, and the increment

in cost to the patient is a part of the price of that

education.
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ROSTER ADDITIONS
The following new members should be inserted after NCI 14 in your 1979 Pictorial Roster (New Castle County).

Amurao, Anita L.

Ofc. : Terry Children’s Psychiatric Center,

10 Central Avenue, New Castle, 19720
421-6695
Res.: 202 Greenock Drive, Montchan, Greenville*,

19807

Child Psychiatry

University of Santo Tomas, Philippines, 1959

Fellows, Bruce A.

Ofc.: Suite 42, Professional Building*, 19803
655-5455
Res.: 906 Brinton's Bridge Road, West Chester,

Pennsylvania 1938CL

Vascular Surgery

Ohio State University College of Med'cine, 1973

Bacalzo, Leonardo V., Jr.

Ofc.: St. Francis Hospital, 8th and duPont Streets*,

19805
421-433

5

Res.: 31 Regulus Drive, Turnersville, New Jersey

08012

Emergency Medicine
S.I.: Critical Care Medicine
Institute of Medicine Far Eastern University,

Philippines, 1957

Jaffee, William L.

Ofc.: Dept, of Medicine, Wilmington Medical

Center, P.O. Box 1668*, 19899
428-2582
Res.: 24 Bristol Way, New Castle, 19720
322-6415

Endocrinology; Internal Medicine ( 1977)

Ohio State University College of Medicine, 1973

Beebe, J. Kirkland

Ofc.: 2700 Silverside Road*, 19810
478-1100
Res.: 1323 Richards Alley*, 19806
655-9419

Emergency Medicine; Family Practice

Jefferson Medical College, 1976

Jayakumar, Shanmuga S.

Ofc.: A. I. duPont Institute, P.O. Box 269*, 19899
571-1000
Res.: 600 Foulk Road*, 19803
762-4266

Orthopedic Surgery (1977)
Madras Medical College, India, 1959

Coburn, Donald F.

Ofc.: 2401 Pennsylvania Avenue*, 19806
652-3252
Res.: 2401 Pennsylvania Avenue*, 19806
658-1040

Diagnostic Neurology and Neurological Surgery

(Neurological Surgery, 1940)
Washington University School of Medicine,

St. Louis, 1 930

Johnston, Theodore M., Jr.

Ofc. : Veterans Administration Center, 1 601

Kirkwood Highway*, 19805
994-2511, Ext. 346
Res.: 1 12 Pearlcroft Road, Cherry Hill,

New Jersey 08034
(609) 428-1245

Radiology (1971 )

Howard University College of Medicine, 1966

De Sanctis, A. Neal, Jr.

Ofc : 2101 Foulk Road*, 19810
475-2535
Res.: 376 Sycamore Mills Road, Media,

Pennsylvania 19063
(215) 566-8292

Internal Medicine

New York Medical College, 1977

Jonas, Susan K. (A)

Ofc.: V.A. Center, 1601 Kirkwood Highway*,
19805

994-2511, Ext. 379
Res.: 409 Stafford Road, Woodbrook*, 19803
652-7295

Gastroenterology

(Internal Medicine, 1978)
Medical College of Pennsylvania, 1973

Donavanik, Viroon

Ofc.: P.O. Box 2850, Wilmington General Division,

(Wilmington Medical Center*, 19899
428-4881
Res.: 14B5 Capano Drive, Newark, 19702
731-8491

Radiation Therapy
Faculty of Medicine at Siriraj Hospital

University of Medical Sciences, Thailand, 1971

Kim, Yong Kak

Ofc.: Delaware Curative Workshop,
1600 Washington Street*, 19802

656-2521
Res.: 631 S. 60th Street, Philadelphia,

Pennsylvania 19143
(215) 476-3781

Physical Medicine and Rehabilitation ( 1979)
Severance Medical College Yonsei University,

Korea, 1 968

* Wilmington * Wilmington
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ROSTER ADDITIONS (Continued)

Lee, Hee Soon

Ofc. : Emily P. Bissell Hospital, 3000 Newport

Gap Pike*, 19808
995-6621
Res.: 2921 Newport Gap Pike*, 19808

998-8704

Pathology

College of Medicine Ewha Women’s University,

Korea, 1 971

Naidu, Ramarao

Ofc.: A. I. duPont Institute, P.O. Box 269*, 19899
571-1000, Ext. 329
Res.: 7 Caswallen Drive, West Chester,

Pennsylvania 19380
(215) 436-8455

Anesthesiology (1978)
Faculty of Medicine University of Rangoon, Burma,

1958

Levy, Allan W.

Ofc.: Riverside Hospital, P.O. Box 845, 700 Lea

Boulevard*, 1 9899
764-6120
Res.: 202 Highgate Lane, Cherry Hill, New Jersey

08003
(609) 424-5702

Pathology ( 1 979

)

Philadelphia College of Osteopathic Medicine,

1960

Nguyen, Lan Khac

Ofc. : Suite 701 ,
Delaware Trust Plaza, 1 800

Pennsylvania Avenue*, 19806
655-1520
Res.: 51 1 S. Broom Street*, 19805
655-9782

General Surgery

Faculte Mixte de Medecine et de Pharmacie

Universite de Saigon, South Viet-Nam, 1967

McConnell, Edward J., Ill

Ofc.: Suite 205, 1 Pike Creek Center*, 19808

998-0169
Res.: 1 1 E. Bellamy Drive, New Castle, 19720

328-1809

Internal Medicine

Jefferson Medical College, 1976

Reilly, James S. (A)

Ofc.: Veterans Administration Center,

1601 Kirkwood Highway*, 19805
994-2511, Ext. 250
Res.: 714 Greythorne Road, Wynnewood,

Pennsylvania 19096
(215) 896-7359

Otolaryngology (1977)
Cornell University Medical College, 1972

McManus, Joseph B., Jr.

ofc.: 179 W. Chestnut Hill Road, Newark, 1971

1

368-2501

Res.: 608 Burnhaven Lane, Brookdale Farms*,

19808
995-2531

Pediatrics

Temple University School of Medicine, 1976

Schindler, Peter D.

Ofc.: A. I. duPont Institute, P.O. Box 269*, 19899;

814 Denton Hollow Road, West Chester,

Pennsylvania 19380
571-1000; (215) 793-1979
Res..- 814 Denton Hollow Road, West Chester,

Pennsylvania 19380
(215) 793-1983

Child Psychiatry (1974)
University of Basel, Switzerland, 1960

Michell, Maria W.

Ofc.: 1320 Philadelphia Pike*, 19809

798-4649
Res.: 2402 Newton Road*, 19810

478-4958

Family Practice

Philadelphia College of Osteopathic Medicine,

1978

Sorouri, Parviz

Ofc.: Suite B-200, Greenville Center, 3801

Kennett Pike*, 19807
654-2446; 654-2447
Res.: 900 Hillside Road*, 19807
658-8184

Internal Medicine

Subspecialty: Gastroenterology

George Washington University School of Medicine,

1957

Milunsky, Cyril

Ofc.: Riverside Hospital, P.O. Box 845, 700 Lea

Boulevard*, 19899
764-6120, Ext. 252
Res.: 514 Ruxton Drive, Georgian Terrace*, 19809

764-2265

Diagnostic Radiology (1976)
Subspecialty: Nuclear Radiology ( 1977)

S.I.: Nuclear Radiology and Ultrasound

Medical School University of the Witwatersrand,

South Africa, 1 969

* Wilmington

Tedesco, Orlando P.

Ofc.: duPont Co., Louviers Building*, 19898
366-3152
Res.: 400 Paxon Hollow Road, Media,

Pennsylvania 19063
(215) 566-6916

Occupational Medicine

Jefferson Medical College, 1953

* Wilmington



Save where it pays to Pay YourselfFirst

Choose from:

Investment Savings Plans*
Terms from 6 months to 8 years

Statement Savings Plans
Telephone Transfer funds from your 5‘/s% statement account to

your checking account in any area bank and maximize your
cash flow earnings

Passbook Savings Plans
A secure way to watch your savings grow

‘Investment accounts require a substantial penalty

for early withdrawal.

flRTisnns'
SHvinos BflnK

Member F.D.I.C.

7telephone 658-6881. In Dover Call 674-3214

9th & 71ltnall Sts.. Wilmington
Concord Mall. Midway, folly Drummond. 8l Graylyn Crest Shopping Centers

Dover. Del.

2055 LIMESTONE ROAD, WILMINGTON, DELAWARE 19808

Medical Suites from 480 to 1 ,800+ square feet

Located in a suburban setting with easy access from Wilmington and Newark

X-ray and pathology labs on premise

For more information call Mr. McCorkle, 652-301

6



ROSTER ADDITIONS (Continued)

Turner, Bruce C.

Ofc. : Suite 205, 1 Pike Creek Center*, 19808
998-0169
Res. : 4924 S. Tupelo Turn*, 1 9808
239-4626

Internal Medicine

Jefferson Medical College, 1975

Couch, Charles E.

Ofc.: 303 Sussex Avenue, Milford, 19963
422-2416; 422-3329
Res.: Same
422-331 1, Ext. 259

Family Practice

Case Western Reserve University School of

Medicine, 1 956

Vongvises, Manosh

Ofc.: Suite 18, Professional Building*, 19803
656-6510
Res.: 907-D Village Circle, Newark, 19713
738-9863

Otolaryngology
Faculty of Medicine at Ramathigodi Hospital

Mahidol University, Thailand, 1972

Granada, Edwina

Ofc.: Nanticoke Professional Building, Seaford,

19973
629-9483
Res.: R.D. 2, Box 1 9CC, Canal Lane, Seaford,

19973

Pediatrics ( 1973)
Subspecialty: Pediatric Hematology and Oncology

(1974)
University of Santo Tomas, Philippines, 1968

KENT COUNTY

The following new members should be inserted after

K13 in your 1979 Pictorial Roster (Kent County).

Malik, Mohammad

Ofc.: 38 South Street*, 19901
678-8622
Res.: 430H Country Village Apts.*, 19901
736-0194

Internal Medicine
Dow Medical College, Pakistan, 1965

Rauer, Andreas

Ofc.: 1001 S. Bradford Street*, 19901

734-1760; 734- 1761

Res.: 417 Dogwood*, 19901

734-1620

Ophthalmology
University of Michigan Medical School, 1975

SUSSEX COUNTY

The following new members should be inserted after
S17 in your 1979 Pictorial Roster (Sussex County).

Jagadeesan, Singaram

Ofc..- 400 Savannah Road, Lewes, 19958
645-3508; 645-3509
Res.: 201 1 Cedar Street, Lewes, 19958
645-7331

Obstetrics-Gynecology

S.I.: Endocrinology

Stanley Medical College Madras University,

India, 1965

Reddy, Santosh D.

Ofc.: 424 Savannah Road, Lewes, 19958
645-3501
Res.: 403 Market Street, Lewes, 19958
645-7209

Pediatrics ( 1 975 )

S.I.: Neonatology
Osmania Medical College, Osmania University,

India, 1969

Strauss, Abraham J.

Ofc.: Milford Memorial Hospital, Milford, 19963
422-331

1

Res.: 3 Haven Lake Avenue, Milford, 19963
422-3956

Radiology ( 1 962 )

Hahnemann Medical College, 1951

Chen, Wei-Fan

Ofc.: Milford Memorial Hospital, Milford, 19963
422-3311
Res.: 325 Cedar Crest Drive, Quakertown,

Pennsylvania 1 8951
(215) 536-3567

Emergency Medicine

Subspecialty: General Surgery

College of Medicine National Taiwan University,

Taiwan, 1 960

Washburn, Newell R.

Ofc.: 310 Old Shawnee Road, Milford, 19963
422-9694; 422-9695
Res.: 302 Lakeview Avenue, Milford, 19963
422-6312

Obstetrics-Gynecology

University of Michigan Medical School, 1971
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Teruiate ©
(diethylpropion hydrochloride NF|

Tenuate Dospan
(diethylpropion hydrochloride NF) controlled-release

AVAILABLE ONLY ON PRESCRIPTION
Brief Summary
INDICATION: Tenuate and Tenuate Dospan are indicated in the

management of exogenous obesity as a short-term adjunct (a few
weeks) in a regimen of weight reduction based on caloric restriction

The limited usefulness of agents of this class should be measured
against possible risk factors inherent in their use such as those
described below.

CONTRAINDICATIONS: Advanced arteriosclerosis, hyperthyroidism,

known hypersensitivity, or idiosyncrasy to the sympathomimetic
amines, glaucoma Agitated states Patients with a history of drug

abuse. During or within 14 days following the administration of mono-
amine oxidase inhibitors, (hypertensive crises may result),

WARNINGS: If tolerance develops, the recommended dose should

not be exceeded in an attempt to increase the effect: rather, the drug

should be discontinued Tenuate may impair the ability of the patient

to engage in potentially hazardous activities such as operating

machinery or driving a motor vehicle, the patient should therefore be

cautioned accordingly Drug Dependence Tenuate has some chemi-
cal and pharmacologic similarities to the amphetamines and othei

related stimulant drugs that have been extensively -abused There
have been reports of subjects becoming psychologically dependent
on diethylpropion. The possibility of abuse should be kept in mind
when evaluating the desirability of including a drug as part of a weight

reduction program Abuse of amphetamines and related drugs may
be associated with varying degrees of psychologic dependence and

social dysfunction which, in the case of certain drugs, may be severe.

There are reports of patients who have increased the dosage to many
times that recommended. Abrupt cessation following prolonged higfi

dosage administration results in extreme fatigue and mental depres-

sion: changes are also noted on the sleep EEG. Manifestations of

chronic intoxication with anorectic drugs include severe dermatoses,
marked insomnia, irritability, hyperactivity, and personality changes.
The most severe manifestation of chronic intoxications is psychosis,

often clinically indistinguishable from schizophrenia. Use in

Pregnancy. Although rat and human reproductive studies have not

indicated adverse effects, the use of Tenuate by women who are

pregnant or may become pregnant requires that the potential benefits

be weighed against the potential risks. Use in Children Tenuate is

not recommended for use in children under 12 years of age
PRECAUTIONS: Caution is to be exercised in prescribing Tenuate
for patients with hypertension or with symptomatic cardiovascular

disease, including arrhythmias. Tenuate should not be administered

to patients with severe hypertension Insulin requirements in diabetes
mellitus may be altered in association with the use of Tenuate and

the concomitant dietary regimen Tenuate may decrease the hypo-

tensive effect of guanethidine The least amount feasible should be

prescribed or dispensed at one time in order to minimize the possibility

of overdosage. Reports suggest that Tenuate may increase convul-

sions in some epileptics. Tnerefore, epileptics receiving Tenuate
should be carefully monitored. Titration of dose or discontinuance of

Tenuate may be necessary
ADVERSE REACTIONS: Cardiovascular Palpitation, tachycardia,

elevation of blood pressure, precordial pain, arrhythmia. One pub-

lished report described T-wave changes in the ECG of a healthy young
male after ingestion of diethylpropion hydrochloride Central Nervous
System Overstimulation, nervousness, restlessness, dizziness, |it-

teriness, insomnia, anxiety, euphoria, depression, dysphoria, tremor,

dyskinesia, mydriasis, drowsiness, malaise, headache: rarely psy-

chotic episodes at recommended doses In a few epileptics an

increase in convulsive episodes has been reported Gastrointestinal

Dryness of the mouth, unpleasant taste, nausea, vomiting, abdominal

discomfort, diarrhea, constipation, other gastrointestinal distur-

bances. Allergic Urticaria, rash, ecchymosis, erythema, Endocrine

impotence, changes in libido, gynecomastia, menstrual upset. Hema-
topoietic System Bone marrow depression, agranulocytosis, leuko-

penia Miscellaneous A variety of miscellaneous adverse reactions

has been reported by physicians These include complaints such as
dyspnea, hair loss, muscle pain, dysuna, increased sweating, and
polyuria

DOSAGE AND ADMINISTRATION: Tenuate (diethylpropion hydro-

chloride): One 25 mg tablet three times daily, one hour before meals,

and in midevening if desired to overcome night hunger Tenuate
Dospan (diethylpropion hydrochloridelcontrollerf-release One 75 mg
tablet daily, swallowed whole, in midmorning Tenuate is not recom-

mended for use in children under 12 years of age.

OVERDOSAGE: Manifestations of acute overdosage include rest-

lessness, tremor, hyperreflexia. rapid respiration, confusion, assault-

iveness, hallucinations, panic states. Fatigue and depression usually

follow the central stimulation. Cardiovascular effects include arrhyth-

mias, hypertension or hypotension and circulatory collapse. Gastro-

intestinal symptoms include nausea, vomiting, diarrhea, and
abdominal cramps Overdose of pharmacologically similar com-

pounds has resulted in fatal poisoning, usually terminating in con-

vulsions and coma. Management of acute Tenuate intoxication is

largely symptomatic and includes lavage and sedation with a barbitu-

rate Experience with hemodialysis or peritoneal dialysis is inade-

quate to permit recommendation in this regard Intravenous
phentolamine (Regitine " ) has been suggested on pharmacologic

grounds for possible acute, severe hypertension, if this complicates

Tenuate overdosage.

Product Information as of April, 1976

MERRELL-NATIONAL LABORATORIES Inc

Cayey, Puerto Rico 00633

Direct Medical Inauiries to

MERRELL-NATIONAL LABORATORIES
Division of Richardson-Merrell Inc.

Cincinnati, Ohio 45215, U S A
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SOME PLANNING TIPS REGARDING

RETIREMENT PLAN DISTRIBUTIONS

Leif C. Beck, LL.B., CPBC
Vasilios J. Kalogredis, J.O.

Geoffrey T. Anders, J.D., CPA

There are many planning possibilities regarding

the handling of distributions from corporate and

Keogh retirement plans. It is a highly technical

area of the law. This article will not delve into

all of the complexities. It will set forth some

basic thoughts, however, so that a physician will

have some background with which to explore the

various options with his advisors.

A. Income Tax Impact

1. Generally, distributions from retirement

plans are taxable to the participant-employee or

his beneficiary when made. There are some ex-

ceptions, but they exceed the scope of this article.

2. There is the potential for capital gains treat-

ment for some of the distributions from qualified

corporate or Keogh plans. It generally would

apply to lump sum distributions (meaning pay-

able within one taxable year of the recipient). The

computation of the portion, if any, subject to

capital gains treatment is as follows:

“The total taxable amount received from
the plan as a lump sum distribution would
be multiplied by a fraction, the numerator

of which is the total number of months
of active plan participation before January

1, 1974 and the denominator of which is

the total months of active plan partici-

pation.”

ERISA (Pension Reform Act) caused this

Messrs. Beck, Kalogredis, and Anders are the principal con-
sultants of Management Consulting for Professionals, Inc., Bala
Cynwyd, Pennsylvania.

change. It reduced the benefit to corporate plans.

It provided Keogh plan recipients with some capi-

tal gains potential which had not been available

pre-ERISA.

3. A lump sum distribution is eligible for a

special “ten-year averaging” which can be a real

tax savings. The law allows a combining of

capital gains treatment for pre-1974 and ten-year

averaging for post-1973 portions.

Also, an individual may elect to treat the en-

tire taxable portion of a lump sum distribution

as ordinary income subject to the special ten-year

averaging and waive the capital gains treatment.

In some instances it is a more advantageous

approach.

IRS tax form 4972 sets forth the Special Ten-

Year Averaging Method for lump sum distribu-

tions. It is complex.

4. A participant, or his beneficiary at death,

may elect to receive his plan benefits in the form

of an annuity or in annual installments not ex-

ceeding the recipient and spouse’s joint life ex-

pectancy.

5. In appropriate instances, one’s plan interest

can be rolled over into an IRA or another quali-

fied retirement plan to defer the tax impact.

6. If the distribution from a corporate retire-

ment plan is the result of a career-ending dis-

ability, there is some authority for excluding the

distribution from income totally. The IRS may
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fight it, by the Wood case, a US District court

case in northern California, which held that pay-

ments received by the taxpayer under a profit-

sharing plan upon termination of his employment

on account of career-ending disability were ex-

cludable from gross income as a tax-exempt

benefit under an employer-financed health plan.

7. In any event, any retirement plan distribu-

tion consideration requires careful planning with

competent advisors. Putting pencil to paper,

after discussing and determining one’s goals and

needs, is the only way one can hope to achieve

the best results for each individual. Besides de-

termining what is best from an income tax stand-

point, one must consider the interrelationship of

one’s decision upon the total tax bill—both in-

come tax- and estate tax-wise.

B. Estate Tax Impact

1. Generally, a lump sum distribution, based

upon employer contributions, from a qualified

retirement plan on account of death will be fully

exempt from Federal estate tax under present

law. It must be payable to a named beneficiary

other than the employee’s estate or executor. For

example, one’s spouse or a residuary trust may
be named (to be discussed more fully below).

2. Naming the proper beneficiary is important.

The death benefit will not be free from estate

tax if payable to the estate or executor. If the

retirement plan death benefit can be or is used

to pay death taxes, it will disqualify the distribu-

tion from estate tax exemption. Therefore, if a

residuary trust is named as beneficiary, such trust

must expressly and clearly state, in order to pro-

tect the estate tax exemption, that such retirement

plan distribution cannot be used to pay death

taxes or expenses.

3. Be sure a beneficiary designation form is

completed, clearly setting forth a primary and

contingent beneficiary. It should retain flexibility

as to the mode of distribution so that the final

decision regarding lump sum versus other modes

of distribution can be made.

4. Generally, the estate tax exemption does not

apply to lump sum distributions. In effect, the

tax laws have been set up so that beneficiaries

of the participant cannot have both the estate tax

exemption and income tax breaks of ten-year av-

eraging or capital gains treatment. It is therefore

important to retain flexibility so that one’s trusted

and competent advisors can determine which ap-

proach is best in light of the specific circum-

stances.

The 1978 tax act allows a recipient of a lump

sum plan distribution to irrevocably elect to treat

such distribution as free from estate tax but not

eligible for capital gains or ten-year averaging

treatment.

This article touches the surface of a complex

and highly technical area. Since a physician’s

interest in his retirement plans often is a sub-

stantial part of his estate, however, careful

thought and planning are needed in order to

achieve the best result. One should discuss the

options with experienced advisors and retain the

flexibility needed so that appropriate decisions

can be made on a timely basis. Much money

and aggravation can be saved.

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerenson, R.N.
ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE
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QUICK REFERENCE TO CLINICAL NUTRITION,

edited by Seymour L. Halpern, M.D., J. B. Lippin-

cott Company, Philadelphia, 1979. 414 pp. Price

$16.75. Paperback.

The science of nutrition has had a difficult time

capturing the interests of the medical profession.

Because of this, most physicians have little knowl-

edge of the recognition of nutritional deficiency

states, of the use of nutrition in clinical thera-

peutics, or of the concepts of healthy nutritional

practices. Yet how many times are we con-

fronted with a patient who requests or even re-

quires proper nutritional counseling as an essential

part of his management?

Dr. Halpern has attempted to fill this gap in

our knowledge. Although the title of his book

suggests a cookbook approach to the subject, his

treatment of the material provides adequate bio-

chemical, physiological, and pathological back-

ground to enable the reader to appreciate the

significance of the many nutritional facts and

sample diets listed throughout the book.

The first chapters discuss nutrition in health

maintenance of the healthy adult, growing infant

and child, pregnant woman, and elderly patient,

covering all aspects from protein and carbohy-

drate needs to the role of vitamins and the most

esoteric micronutrients. The remaining chapters

discuss the therapeutic nutritional aspects of dis-

ease states, including cardiovascular, gastroin-

testinal, renal, and neuropsychiatric disorders.

Surgical nutrition, hyperalimentation, and nutri-

tion in cancer are presented in separate discus-

sions, as is nutrition in dental disease.

The material is up-to-date, and even includes

currently controversial subjects such as the roles

of magnesium in cardiac dysrhythmias and zinc

in liver failure. Adequate references are cited.

The entire book is written in outline form, such

as one would find in a student’s notebook for a

lecture series. This greatly diminishes the read-

ability of the book and would thus limit its use-

fulness as a textbook for a clinical nutrition

course. However, it is surprisingly complete and,

in paperback, quite affordable; it would make a

useful addition to the library of the average medi-

cal practitioner, most of which probably lack a

readily available reference on clinical nutrition.

Lawrence M. Markman, M.D.

Dr. Markman is a second-year resident in the Department of

Family Practice at the Wilmington Medical Center.
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RESEARCH ON SMOKING BEHAVIOR edited by

Murray E. Jarvik, M.D., Ph.D., et al, National In-

stitute on Drug Abuse Research Monograph 17,

Division of Research, Rockville, Maryland, 1977.

383 pp. Price $4.50. Paperback.

About 30 years ago, Wynder and Graham re-

ported in the JAMA that “tobacco smoking, es-

pecially cigarettes, seems to be an important

factor in the induction of bronchogenic carci-

noma.” Fifteen years later, the report of the

Advisory Committee to the Surgeon General on

the adverse effects of cigarette smoking was made

public. Several years passed before warning

labels on cigarette packages became mandatory.

Public awareness and acceptance of the dangers

of smoking have been slow; the government’s

position on the issue is equally vague. In the

last five years, the campaign against smoking

has gained momentum and the rights of the non-

smoker become an important topic of discussion.

This monograph is a compilation of several

papers presented at a conference on smoking

behavior at UCLA, June 24-25, 1977. The 27

articles are conveniently divided into epidemi-

ology, smoking consequences, and behavioral

changes. Historical data on the discovery of

tobacco in early colonial times, the subsequent

realization by governments of its economic po-
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tentials, and glamourization of the habit during

World War II, Korean, and Vietnam conflicts

are presented in an easy-to-read fashion. The

section on the addictive properties of tobacco puts

emphasis on the pharmacological properties of

nicotine. The discussion on the biological effects

of cigarette smoke provides ample information on

the particulate and gas-phase contents of ciga-

rettes. A very interesting concept in dealing with

patients wanting to quit the habit is presented by

a British contributor (Dr. Russell) and should be

read by anyone involved in anti-smoking clinics.

The well-known consequences of cigarette smok-

ing in terms of health and economic sequelae

are presented in easy-to-absorb figures.

A recent FDA Drug Bulletin (Vol 9, No 1,

Feb-Mar 1979) warning physicians on potential

interactions between smoking and certain drugs

is tacit agreement by this body that cigarettes con-

tain potent drugs and toxic substances. Perhaps

the nationwide effort to curb smoking has finally

“come a long way.” This monograph is highly

recommended to primary care physicians and

paramedical personnel.

F. T. Viloria, M.D.

NUCLEAR MEDICINE: Endocrinology by Benjamin

Rothfeld, M.D., J. B. Lippincott Company, Phila-

delphia, 1978. 378 pp. Illus. Price $37.50.

The key to unlock the secrets of clinical endo-

crinology and the associated understanding of

the normal endocrine physiology came to medi-

cine in part thanks to the development of the

radioimmunoassay. With this tool of nuclear

medicine, suddenly it became possible to measure

substances found physiologically in the body at

levels too minute to be detected by ordinary as-

says. But while these hormones are quantitatively

small, their clinical significance is enormous,

covering such common entities as diabetes, thy-

roid dysfunction, hypertension, obesity, and in-

fertility. The growth of clinical endocrinology

has indeed been tied to the ability to measure

The Doctor’s Bag
1 320 Washington Street

Wilmington, DE 1 9801

(302)654-9976

There is an alternative to

drugs in fighting the battle

against pain.

Many medical professionals

agree that drugs, with their

known side effects, are not

always the best weapon to

combat pain. There is an

alternative: Transcutaneous

Electrical Nerve Stimulation

(TENS). Helping to manage pain

electronically.

Stimtech is a leading

manufacturer of a full line of

TENS devices and accessories.

In addition to the STIMPULSE™
and STIMETTE™ Stimulators

shown here, The Doctor’s Bag
carries the complete range of

Stimtech single and multiple

output channel TENS devices and
Stimtech accessories.

And The Doctor’s Bag offers a

lease program for patients

requiring stimulators, with 1 00%
of the first month’s rental

applicable to the purchase price.

Call The Doctor's Bag today and

get the full story on how TENS
therapy can help you and your

patients.

Caution: Federal Law (U S A.) restricts have not been established. Precautions:
this device to sale by, or on the order of. a Safety of stimulation has not been
physician. Warnings: For external use established during pregnancy or delivery,

only. TENS devices can affect the opera- Exercise caution when stimulating facial

tion of cardiac pacemakers; not recom- areas: Do not stimulate the eye area,

mended for use by patients with known STIMTECH 1-’' Stimulators should only be
myocardial disease or arrhythmias, with- used with electrodes and accessories
out physician evaluation. Do not stimu- provided by STIMTECH, INC. Use the
late the eye area. Do not stimulate over STIMTECH® Stimulator only for that pain

the carotid sinus nerves, laryngeal, or problem for which it is prescribed. Turn
pharyngeal muscles. Do not allow chil- the stimulator power off before removing
dren to operate TENS devices without or applying electrodes. Side Effects:

adequate adult supervision. Avoid abrupt Possible skin irritation beneath or around
changes of stimulator controls while electrode site. If skin irritation occurs,

operating dangerous machinery. Contra- consult your physician,

indications: Absolute contradindications ©Stimtech, Inc. 1978 Printed in U.S.A.
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. . . in the functional bowel/irritable bowel syndrome*

Bentyl
(dicyclomine hydrochloride USP)
10 mg. capsules, 20 mg. tablets,

10 mg./5 ml. syrup, 10 mg. /ml. injection

helps control abnormal motor activity

with minimal anticholinergic side effects*

Demonstrated smooth muscle relaxant activity.

In this double-blind study, twenty patients having G.l. series and exhibiting

spasm were randomly selected to receive either 2 cc. of Bentyl or sodium
chloride intramuscularly. Ten minutes after the injection another radiograph

was taken . .

.

. . . Bentyl produced definite relaxation in 8 of 10 patients. The sodium chloride

produced relaxation in only 3 of 10. No side effects occurred in either group of patients.

Pylorospasm has

almost totally blocked
passage of barium
meal.

Barium meal beginning

to pass 10 minutes

after intramuscular

injection of 20 mg. Bentyl

“The correlation of spasm relief and drug given was excellent.
”

Reference:
King, J.C. and Starkman, N.M.: Evaluation of an antispasmodic.
Double-blind evaluation to control gastrointestinal spasms
occurring during radiographic examination. A preliminary report.

Western Med. 5:356-358, 1964.

Merrell

This drug has been classified probably" effective in treating

functional bowel/irritable bowel syndrome

fSee Warnings, Precautions and Adverse Reactions.

See following page for prescribing information.

8-4,20 (Y736A) MNR-804



Bentyl
(dicyclomine hydrochloride USP)

Capsules, Tablets, Syrup Injection

AVAILABLE ONLY ON PRESCRIPTION

Brief Summary

INDICATIONS

Based on a review of this drug by the National Academy of

Sciences-National Research Council and/or other mtorma-

tion, FOA has classified the following indications as "prob-

ably' effective

For the treatment of functional bowel/irritable bowel

syndrome (irritable colon, spastic colon, mucous

colitis) and acute enterocolitis,

THESE FUNCTIONAL DISORDERS ARE OFTEN RE-

LIEVED BY VARYING COMBINATIONS OF SEDATIVE,

REASSURANCE, PHYSICIAN INTEREST, AMELIORA-

TION OF ENVIRONMENTAL FACTORS
For use in the treatment of infant colic (syrup).

Final classification of the less-than-effective indications

requires further investigation.

CONTRAINDICATIONS Obstructive uropathy (tor example, bladder

neck obstruction due to prostatic hypertrophy), obstructive

disease of the gastrointestinal tract (as in achalasia, pyloro-

duodenal stenosis), paralytic ileus, intestinal atony of the elderly

or debilitated patient unstable cardiovascular status in acute

hemorrhage, severe ulcerative colitis, toxic megacolon compli-

cating ulcerative colitis, myasthenia gravis WARNINGS In the

presence of a high environmental temperature, heat prostration

can occur with drug use (lever and heat stroke due to decreased

sweating) Diarrhea may be an early symptom of incomplete

intestinal obstruction, especially in patients with ileostomy or

colostomy In this instance treatment with this drug would be

inappropriate and possibly harmful Bentyl may produce drowsi-

ness or blurred vision In this event, the patient should be warned

not to engage in activities requiring mental alertness such as

operating a motor vehicle or othei machinery or perform hazard-

ous work while taking this drug PRECAUTIONS Although studies

have failed to demonstrate adverse effects of dicyclomine hydro-

chloride in glaucoma or in patients with prostatic hypertrophy, it

should be prescribed with caution in patients known to have 01

suspected of having glaucoma or prostalic hypertrophy Use with

caution in patients with Autonomic neuropathy Hepatic or renal

disease Ulcerative colitis Large doses may suppress intestinal

motility to the point of producing a paralytic ileus and the use of

this drug may precipitate or aggravate the serious complication of

toxic megacolon Hyperthyroidism, coronary heart disease, con-

gestive heart failure, cardiac arrhythmias, and hypertension.

Hiatal hernia associated with reflux esophagitis since anticholin-

ergic drugs may aggravate this condition

Do not rely on the use of the drug in the presence of complication of

biliary tract disease Investigate any tachycardia before giving

anticholinergic (atropine-like) drugs since they may increase the

heart rate With overdosage, a curare-like action may occur

ADVERSE REACTIONS Anticholinergics/antispasmodics produce

certain effects which may be physiologic or toxic depending upon
the individual patient s response The physician must delineate

these Adverse reactions may include xerostomia, urinary hesi-

tancy and retention, blurred vision and tachycardia, palpitations,

mydriasis, cycloplegia; increased ocular tension, loss of taste;

headache, nervousness, drowsiness, weakness, dizziness, insom-

nia, nausea, vomiting, impotence: suppression of lactation; con-

stipation, bloated feeling, severe allergic reaction or drug

idiosyncrasies including anaphylaxis; urticaria and other dermal

manifestations, some degree of mental confusion and/or excite-

ment, especially in elderly persons, and decreased sweating With

the miectable form there may be a temporary sensation of

lightheadedness and occasionally local irritation DOSAGE AND
ADMINISTRATION Dosage must be adiusted to individual patient's

needs

Usual Dosage Bentyl 10 mg capsule and syrup Adults 1 or 2

capsules or teaspoonfuls syrup three or four limes daily Childien

1 capsule or teaspoonful syrup three or tour times daily Infants V4

teaspoonful syrup three or tour times daily (May be diluted with

equal volume ot water) Bentyl 2U mg Adults 1 tablet three or tour

times daily Bentyl Injection Adults 2 ml (20 mg (every four to six

hours intramuscularly only NOT FOR INTRAVENOUS USE MAN-
AGEMENT OF OVERDOSE The signs and symptoms of overdose are

headache, nausea, vomiting, blurred vision, dilated pupils, not, dry

skin, dizziness, dryness of the mouth difficulty in swallowing, CNS
stimulation Treatment should consist ot gastric lavage, emetics

and activated charcoal Barbiturates may be used either orally or

intramuscularly for sedation but they should not be used it Bentyl

with Phenobarbital has been ingested If indicated, parenteral

cholinergic agents such as Urecholine" (bethanecol chloride USP)

should be used

Product Information as ot October. 1978

Injectable dosage forms manufactured by CONNAUGHT LABORA-
TORIES. INC . Swiftwater. Pennsylvania 18370 or TAYLOR PHAR-
MACAL COMPANY. Decatur, Illinois 62525 tor MERRELL-NATIONAL
LABORATORIES. Division of Richardson-Merrell Inc

,
Cincinnati.

Ohio 45215. U S.A

various body hormone levels with radioimmuno-

assay.

For that reason alone, this book is a natural

for anyone interested in either endocrinology or

nuclear medicine. While Dr. Rothfeld notes that

the text is meant to help the technician in nuclear

medicine learn more about the clinical application

of the tests performed in the nuclear medicine

laboratory, this text has a much broader and

more sophisticated appeal than that. It is most

certainly worthwhile for the student of medicine

for its descriptions of endocrine physiology, for

the physician-in-training for its clinical relevance,

and for the general internist who is not routinely

doing work-ups for entities such as renin and al-

dosterone tumors for hypertension, parathyroid

adenomas for hypercalcemia, and pituitary ab-

normalities for sexual dysfunction. It is also of

value to anyone interested in some of the newer

ideas regarding clinical uses of cAMP and the

kallikrein-kinin system.

The majority of the chapters center on a specific

endocrine organ and present, in a concise yet

thorough manner, the basic physiology, followed

by a discussion of the hormones secreted, the

ability to assay the hormones, and the clinical

significance of the pathology of the gland. The

diagrams and illustrations are quite appropriate

and useful in gaining a clear understanding of

the topic. Other chapters are solely dedicated

to nuclear medicine scans of various glands, and

while this is a large portion of nuclear medicine,

they are of lesser value to the internist. The

chapters on prostaglandins, vasoactive peptides,

and ultrasonography did not tie in well with the

nuclear medicine aspect of the text, but were

useful chapters of themselves.

While the text has an orientation to nuclear

medicine, it is a well-written and flowing collec-

tion of endocrine physiology and its clinical im-

plications. It is recommended to students and

technicians of nuclear medicine who have an in-

terest in endocrinology and to all clinicians of

internal medicine and those in pediatrics, gyne-

cology, and surgery dealing with endocrine dis-

orders.

Gerald Ginsberg, M.D.

Dr. Ginsberg is presently a resident in Internal Medicine at the

Hahnemann Medical College and Hospital of Philadelphia after

recently completing his internship at the Wilmingtop Medical Cen-
ter.
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Speakers on
“Ask the

Doctor”

In the News

Impaired

Physicians

Program

The Hospice

Institute

American College

of Allergists

Glomerular

Diseases

ACP Meetings

Speakers for October 1979 on the Tuesday radio program (11:05 a.m., WDEL),
produced by the Medical Society of Delaware are: October 2, Ronald C. Connolly,

M.D., Arthritis; October 9, David C. Stephens, Sr., M.D., Bone and Joint Injuries

in Children; October 16, Edward J. McConnell, III, M.D., Chest Pain; October

23, Garth A. Koniver, M.D., Ultrasound; October 30, John J. Chabalko, M.D.,

Emphysema and Chronic Bronchitis.

David Platt, M.D., Wilmington, is one of the eight physicians to be recognized as

runners-up for the title of “National Family Doctor of the Year,” as determined

by Good Housekeeping Magazine and the American Academy of Family Physi-

cians. This is the second straight year Dr. Platt has been selected for this honor.

Christos S. Papastavros, M.D., and McHenry Peters, Jr., M.D., Wilmington, were

named Fellows of the American College of Radiology in recognition of distin-

guished medical achievements. The College awarded Drs. Papastavros and Peters

their certificates of Fellowship during its annual meeting and convocation in

Chicago, September 19.

DO YOU KNOW AN IMPAIRED PHYSICIAN? THE MEDICAL SOCIETY
OF DELAWARE CAN HELP—CALL Calvin B. Hearne, M.D., Chairman of

the Impaired Physicians Program, at (302) 654-1001.

CLINICAL NOTICES AND MEETINGS

The Hospice Institute and the Connecticut Hospice will conduct a NATIONAL SYM-
POSIUM ON CARE FOR THE TERMINALLY ILL October 4-6 at the Sheraton Park

Plaza Hotel, New Haven. For further information, contact: The Connecticut Hospice,

Inc., 765 Prospect Street, New Haven, Connecticut 0651 1.

The Scientific and Educational Council of the American College of Allergists and the

International Center for Interdisciplinary Studies of Immunology at Georgetown Uni-

versity will present a comprehensive update and REVIEW COURSE FOR THE CER-
TIFICATION AND RECERTIFICATION EXAMINATIONS OF THE AMERICAN
BOARD OF ALLERGY AND IMMUNOLOGY October 4-7 at the Shoreham Ameri-

cana Hotel in Washington, D.C. For further information, contact: Frances P. White,

Executive Secretary and Treasurer, American College of Allergists, 2141 Fourteenth

Street, Boulder, Colorado 80302. Telephone: (303) 447-8111.

A symposium on PRIMARY GLOMERULAR DISEASES—UPDATE 1979 will be

held October 11-14 at the Hyatt on Hilton Head, Hilton Head, South Carolina. It is

being sponsored by the Kidney Foundation of South Carolina and the American Heart

Association, South Carolina Heart Association Affiliate. The course meets the criteria

for 12 hours of credit in Category I for the Physician’s Recognition Award of the

American Medical Association. For further information, contact: The Kidney Founda-

tion of South Carolina, 1610 Westminster Drive, Columbia, South Carolina 29204.

Telephone: (803) 256-1330.

The following meetings, which fulfill Category I requirements for the AMA Physician’s

Recognition Award, will be presented by the American College of Physicians:

APPLIED IMMUNOLOGY IN CLINICAL MEDICINE, October 8-10, Milwaukee,
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In Brief

Medicine in the

Nuclear Age

All-day Seminar

National Institutes

of Health

American Society

of Law and
Medicine

Hypertension

Control in

Rural Communities

Wisconsin. For further information, contact: Registrar, Postgraduate Courses, ACP,
4200 Pine Street, Philadelphia, Pennsylvania 19104. Telephone: (215) 243-1200.

CLINICAL SPECTRUM OF ADULT HEART DISEASE, October 11-13, Albuquer-
que, New Mexico. For further information, contact: Registrar, Postgraduate Courses,

ACP, 4200 Pine Street, Philadelphia, Pennsylvania 19104. Telephone: (215) 243-1200.

UPSTATE NEW YORK REGIONAL MEETING, October 18-19, Rochester, New
York. For further information, contact: William J. Williams, FACP, Department of

Medicine, State University Hospital, 750 E. Adams Street, Syracuse, New York 13210.

RENAL, ELECTROLYTE AND HYPERTENSIVE DISORDERS FOR THE CLINI-
CIAN, October 17-19, Toronto, Ontario, Canada. For further information, contact:

Registrar, Postgraduate Courses, ACP, 4200 Pine Street, Philadelphia, Pennsylvania

19104.

PUERTO RICO REGIONAL MEETING, October 19-20, Dorado Beach, Puerto Rico.

For further information, contact: Jose M. Torres-Gomez, FACP, P.O. Box 2384, San
fuan, Puerto Rico 00903.

MEXICO CITY REGIONAL MEETING, October 19-20, Guadalajara, Mexico. For

further information, contact: Luis R. Velasco-Candano, FACP, Londres 139, Coygacan,

Mexico 21, DF, Mexico.

THE 130th ANNUAL CONVENTION OF THE INDIANA STATE MEDICAL AS-
SOCIATION, “MEDICINE IN THE NUCLEAR AGE,” will be held October 13-17 at

the Sheraton West Hotel, Indianapolis, Indiana. For further information, contact: The
Indiana State Medical Association, 3935 North Meridian, Indianapolis, Indiana 46208.

Telephone: (317) 925-7545.

An all-day seminar, THE FAMILY AS A PATIENT, will be held at the University

of Delaware, Wilcastle Center, Wilmington, on October 13 from 9 a.m. to 4 p.m.

The program is co-sponsored by the Delaware Academy of Family Physicians and the

Department of Family Practice, Wilmington Medical Center. Lunch is included in

the $35 registration fee. Contact Sylvia Brocka at 738-8155 for further information.

The National Institutes of Health, Division of Research Services, is sponsoring a con-

sensus development conference entitled “THE USE OF MICROPROCESSOR-BASED
‘INTELLIGENT’ MACHINES IN PATIENT CARE” October 17-19 at the Sheraton

Inn Washington-Northwest, 8727 Colesville Road, Silver Spring, Maryland. For further

information, contact: Henry S. Eden, M.D., Assistant to the Chief, Biomedical Engi-

neering and Instrumentation Branch, DRS, NIH, Building 13, Room 3W-13, Bethesda,

Maryland 20205. Telephone: (301) 496-5771.

The American Society of Law and Medicine will sponsor a conference, CRITICAL
ISSUES IN HEALTH LAW, October 19-20 at the Sheraton Washington Hotel in

Washington, D.C. The Conference will examine the duty of hospitals to provide

quality medical care and to monitor their medical staffs to assure the provision of

such quality care; the legal relationship of physicians to state licensing boards, medi-

cal societies, and hospitals; and the duties, rights, and liabilities arising from the pro-

vision of medical care to terminally ill patients. For further information, contact:

A. Edward Doudera, Esq., American Society of Law and Medicine, 520 Common-
wealth Avenue, Suite 211, Boston, Massachusetts 02215. Telephone: (617) 262-4990.

A National Conference on THE CURRENT STATE OF THE ART IN HIGH BLOOD
PRESSURE CONTROL APPLIED TO RURAL COMMUNITIES will be held Oc-

tober 24-27 at the Landmark Resort Hotel in Myrtle Beach, South Carolina. It is

being sponsored by the National High Blood Pressure Education Program, National

Heart, Lung and Blood Institute; Council on High Blood Pressure Research, American

Heart Association; Division of Continuing Education, Medical University of South

Carolina; Schools of Medicine and Public Health, University of South Carolina; South

Carolina Medical Association; South Carolina Heart Association Affiliate, American
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In Brief

Heart Association; and the South Carolina Department of Health and Environmental

Control. The course meets the criteria for 14 credit hours in Category I of the Physi-

cian’s Recognition Award of the American Medical Association and has been approved
for 14 hours of prescribed credit from the American Academy of Family Physicians.

For further information, contaot: The South Carolina Heart Association, P.O. Box
6604, Columbia, South Carolina 29260.

Legal Aspects of A conference entitled LEGAL AND ETHICAL ASPECTS OF HEALTH CARE FOR
Health Care CHILDREN will be held October 25-27 at the Four Seasons Hotel, Toronto, Ontario,

for Children Among the major issues to be discussed are child abuse and neglect; experimentation

with children; sterilization of the incompetent minor; euthanasia and the defective

newborn; and pregnant minor: abortion and contraception. For further information,

contact: American Society of Law and Medicine, Legal & Ethical Aspects of Health

Care for Children, 520 Commonwealth Avenue, Suite 211, Boston, Massachusetts

02215. Telephone: (617) 262-4990.

Supporting the A program entitled SUPPORTING THE CANCER NURSE: ALTERNATIVE TO
Cancer Nurse BURNOUT will be held October 31st at Delaware State College, Martin Luther King

Student Center, Dover. It is being presented by the Nursing Advisory Committee of

the American Cancer Society, Delaware Division, Inc. For further information, con-

tact: the American Cancer Society, 1925 Lovering Avenue, Wilmington, Delaware
19806. Telephone: (302) 654-6267.

AMWA The American Medical Women’s Association, Inc. is presenting a program, ACCENT
ON YOUTH, November 8 and 10, at the Hilton Inn in Albuquerque, New Mexico.
The program is designed to familiarize the practicing physician with new frontiers

of pediatric medicine. A total of 6 hours Category I, CME credit has been approved.

For further information, contact: The American Medical Women’s Association, Inc.,

1740 Broadway, New York, New York 10019. Telephone: (212) 586-8683.S———
Well
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In Brief

R.O.Y. Warren
Seminar

A POSTGRADUATE PEDIATRIC COURSE “UPDATE ’79” will be held at the

Delaware Academy of Medicine on November 9. This all-day meeting is the eleventh

annual seminar sponsored by the Dr. Robert O. Y. Warren Memorial Committee. Six

credit hours are available toward the AMA’s Physician’s Recognition Award. For
registration information contact the Delaware Academy of Medicine, 1925 Lovering

Avenue, Wilmington, Delaware 19806. Telephone: (302) 656-1629.

Medical

Association

of Georgia

THE MEDICAL ASSOCIATION OF GEORGIA’S 1979 SCIENTIFIC ASSEMBLY
will be held November 15-18 at the Omni International Hotel in Atlanta, Georgia.

This program meets the criteria for Category I credit on an hour-for-hour basis for

the Physician’s Recognition Award of the American Medical Association. A number of

the sessions have also been accredited by the American Academy of Family Physicians

(prescribed and elective credit) and the American College of Emergency Physicians

(Category I credit) . For further information, contact: the Medical Association of

Georgia, 938 Peachtree Street, N.E., Atlanta, Georgia 30309. Telephone: (404) 876-

7535.

National Forum
of Pastoral Care

l

The National Forum of Pastoral Care is presenting a NATIONAL SYMPOSIUM ON
STRESS, December 7-8, in Louisville, Kentucky. This symposium is for the practical

needs of the professional and is not designed for general or introductory areas. One
of the featured speakers is Karl Menninger, M.D., of the Menninger Foundation. For

further information, contact: The Rev. Thomas Chapman, Director, The National

Forum of Pastoral Care, R.R. #2, Cynthiana, Kentucky 41031.

American Academy
of Allergy

The 36th ANNUAL MEETING OF THE AMERICAN ACADEMY OF ALLERGY
will be held February 16-20, 1980, in Atlanta, Georgia. For further information, con-

tact: Ted Klein & Company, 118 E. 61st Street, New York, New York 10021. Tele-

phone: (212) 935-1290.

American College

of Legal Medicine

THE 20TH INTERNATIONAL CONFERENCE ON LEGAL MEDICINE sponsored

by the American College of Legal Medicine will be held at the Houston Oaks Hotel,

Houston, Texas, May 14-17, 1980. The program will be open to all physicians, law-

yers, scientists, paramedical personnel, and other interested people. For further in-

formation, contact: Marshall B. Segal, M.D., J.D., FCLM, Program Coordinator,

American College of Legal Medicine, 1340 North Astor Street, Suite 2608, Chicago,

Illinois 60610. Telephone: (312) 642-1082.

International

Conference

The FIFTH INTERNATIONAL CONFERENCE ON VENEREAL DISEASE,
FAMILY PLANNING AND HUMAN SEXUALITY will be held in Honolulu, Hawaii,

June 24-July 1, 1980. It is being sponsored by the American VD Association, Planned

Parenthood-World Population, Pharmacist’s Planning Service, Inc. (PPC) and Re-

search Associates. It meets the criteria for up to 19 hours of credit in Category I for

the Physician’s Recognition Award of the American Medical Association. Write:

Fifth International Conference on Venereal Disease, Family Planning, and Human
Sexuality, P.O. Box 1336, Sausalito, California 94965. Telephone: (415) 332-4066.

CLASSIFIED AD SECTION

Advertisements under the Classified Ad Section are charged at the rate of 30 words or less, set solid.

One insertion $4.00. Call the Journal office, 658-7596 for further information or placement. All ad-

vertisements are payable in advance. The Editorial Board reserves the right to edit copy. Closing date

for new copy is the first of the month for inclusion in the current issue.

Classified advertisements of a professional nature are free to members on a one-time basis.

RHEUMATOLOGIST: Seeking position with es- SUBLEASE: Office available November 15th, Lorn-

tablished group. Available July 1980. For further bardy Medical Center. For further details, call:

information, contact: the Medical Society of Dela- 571-1800.

ware, 658-7596.
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FROM THE DELAWARE CANCER NETWORK*

NUTRITION REHABILITATION OF THE LUNG
CANCER PATIENT: A PROPOSED STUDY

The Wilmington Medical Center (WMC) De-

partment of Surgery, the University of Delaware

(UD) Department of Food Science and Human
Nutrition, and the Delaware Cancer Network have

jointly prepared a proposal to study a Commun-
ity Nutrition Program for Cancer Rehabilitation.

A research grant detailing the study was submitted

to the National Cancer Institute (NCI) on July

1 and is currently in the grant review process.

Although nutrition has always been an integral

part of the NCI research program, the Institute

has recently reorganized and expanded its pro-

gram of nutrition research to keep pace with

growing public and governmental interest. This

reorganization and expansion resulted in an NCI
request for research grant application (RFA)
entitled “The Role of Nutrition in Rehabilitation

of Cancer Patients.”

The primary objective of this RFA was to en-

courage nutritional research that will lead to prac-

tical and effective methods of improving cancer

rehabilitation. NCI defines cancer rehabilitation

as being concerned with the maintenance of host

strength and function, the prevention of impair-

ment, and the early restoration of functional loss

resulting from cancer or its treatment.

In response to this growing national interest

in nutrition research, the Delaware Cancer Net-

work established a Nutrition Research Round-
table in February, 1979. This was an effort to

bring together interested persons in the academic

and medical community to become acquainted,

identify available resources, review viable re-

search opportunities, and foster nutrition research

ideas. It was through this interface that the nu-

trition rehabilitation RFA was reviewed and the

Community Nutrition Program for Cancer Re-

habilitation proposal was generated.

Ms. Stadnik is Coordinator of Nutritional Services for the
Delaware Cancer Network.

Linda Stadnik, R.D.

An abstract of the proposed study is as follows:

“The overall objective of this study is to evalu-

ate an aggressive nutritional intervention program

for the rehabilitation of lung cancer patients in

the Delaware community. Protein-calorie mal-

nutrition is the most frequent secondary diagnosis

in cancer patients. There is evidence that nu-

tritional support of hospitalized cancer patients

enhances tolerance to oncologic therapy and pro-

vides the opportunity for a better quality of sur-

vival. It should be noted, however, that the

majority of survival time for cancer patients is

spent in the home. Only a few published studies

describe nutritional interventions for cancer pa-

tients as outpatients and in the home. Yet it is in

these home settings that the patient and his sup-

port group experience the side effects of cancer

and its therapy with minimal professional assis-

tance available.

“It is in consideration of the much greater time

spent out of the hospital and the need for cancer

patients to make major adaptations to meet nu-

tritional needs in the home setting that this study

is proposed. For effective support and rehabili-

tation of the cancer patient through the remainder

of his life, continuous surveillance that extends

from the hospital to the outpatient services and

into the home is essential.”

Lung Cancer patients with Stage I, II, or III

at diagnosis will be eligible for enrollment. They

will be randomly assigned to control and experi-

mental groups matched by disease stage, histo-

logic type, and risk of malnutrition. The control

group will receive anticipatory nutritional guid-

ance in written form at enrollment. The experi-

mental group will receive various types of inter-

ventions including nutritional surveillance and

counseling during the monthly clinic appoint-

ments, via telephone, and in the home as indi-

*An NCI supported agency located at 1200 Jefferson Streec, Wilmington. Delaware 19801. Tel. (302) 428-2113
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Cancer Communique

cated. Study period is from diagnosis to one year

or evaluation at Karnofsky Scale 30.

Dietary and nutritional status measurements,

eight quality of survival variables, psychosocial

parameters, and other personal, medical, and

treatment variables will be analyzed. Monthly

data collection will be used as the basis for inter-

vention and basis of data analysis via multivariant

analysis.

Louise Little, Ph.D., R.D. (UD)
;
John J. Rein-

hard, Jr., M.D., (WMC); Arthur Burke, Pharm.

D., (WMC); and Leta Aljadier, M.S., R.D.,

(UD) are the principal and co-investigators re-

spectively in the proposed study. They repre-

sent the policy body of the grant and have planned

a pilot to begin in October.

The pilot study is designed to enroll and follow

six patients through the study design. This will

add considerable strength to the proposal in the

eyes of the reviewers because it gives the investi-

gators an opportunity to:

— develop a statewide communication net-

work to enroll patients through a variety of

entry points and manage patients through

a variety of treatment patterns.

— develop a system for computerizing, ana-

lyzing, and retrieving the data base.

— standardize measurements and recording of

data.

— establish study policies and procedures.

The protocol for this study has been approved

by the Research and Publication Committee and

the Human Rights Subcommittee of the Wilming-

ton Medical Center. It has also been approved

by the Human Subjects Committee of the Uni-

versity of Delaware. The success of the nutrition

rehabilitation pilot and proposed study depends

on the cooperation of all facilities and physicians

in Delaware who care for lung cancer patients.

Please keep this important program in mind as

you plan care for lung cancer patients.
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SUMMING UP

The 190th Meeting of the Medical Society of

Delaware approaches on November 16-17, 1979.

The presidency of the Medical Society of Dela-

ware as well as the writing of these pages will

then pass to the very capable Dr. Robert B. Flinn.

Over the past 14 months, via these editorials, an

effort has been made to keep the membership

informed as to the problems facing medicine in

Delaware and nationally, and also informed of ac-

complishments, legislation, and a view of the

British Health System.

The year’s initial editorial stressed the need for

an active role in dealing with the problems be-

setting health care. While there are many diffi-

culties remaining, some headway has been made.

Delaware now has a state health plan that is rea-

sonable and workable. This is due in part to the

time and effort given by physicians in the health

planning process as well as the staff of the Medi-

cal Society. Their efforts should be supported by

all, and we must continue to remain active and

credible in working with the planning agencies if

this excellent, initial effort is to be continued.

Cost, as discussed so often on these pages, con-

tinues to be a dilemma, but one with which we

are successfully dealing as explained in the pre-

vious two editorials. National Health Insurance

has yet to become a reality, though both the Ken-

nedy and Carter plans have been introduced. Of

course, we do not know what, if any, legislation

will be passed in Washington, but the AMA
should be allowed to have an active role in dealing

with the various proposals.

Alternative means of health care delivery con-

tinue to be active issues, ranging from Health

Maintenance Organizations to independent nurse

practitioners. Though we may not always be in

agreement with these systems, we should not cut

ourselves off from dialogue and debate, but should

continue to work with the involved groups to

find mutually agreeable grounds.

Our efforts at preserving the quality of medi-

cine and protecting the public should continue

through a strong and active Board of Medical

Practice—as well as County and State Peer Re-

view and Professional Conduct Committees.

The health care offered to Americans is the

best in the world and rightfully should be a

source of national pride.

Problems remain, but there is reason for cau-

tious optimism for the future. Recently Time

Magazine did an editorial essay with the discon-

certing title of “Decadence.” The title is an apt

description of the article’s viewpoint of our 1970’s

culture. Nevertheless, the essay managed to end

on the upbeat, stating that, surprisingly enough,

the disciplines of science and medicine have never

been brighter or more promising in this planet’s

history!

With continued efforts nationally and locally

—

and importantly by the individual physician—the

future of medicine promises to be every bit as

bright as its promising present and its brilliant

past.
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ENDOCRINE CHANGES IN CARCINOMA

Jaime H. Castro, M.D.

Joseph A. Glennon, M.D.

Benign and malignant tumors can synthesize

and secrete substances which produce clinical

disease or are useful as tumor markers. Many
of these substances are peptide hormones or

amines. Steroid and thyroid hormones, however,

are not produced in non-endocrine tumors be-

cause their synthesis requires a series of enzymatic

steps. Synthesis of hormones by neoplastic cells

from sites that do not produce them normally in

adult life is termed ectopic production. Ectopic

production of more than one hormone may occur

within a single neoplasm. Two popular theories

attempt to explain this acquired ability of non-

endocrine neoplasms to secrete hormone(s). They

are the APUD (Amine Precursor and Decarbo-

xylation) and the derepression hypotheses.

The APUD Hypothesis

Neural crest tissue has been shown to migrate

into the gastrointestinal tract and from there to

such endocrine glands as the pituitary, thyroid,

parathyroid, adrenal medulla, pancreas, and other

non-endocrine structures such as the thymus. This

APUD concept postulates that ectopic hormone-

secreting tumors have a common embryological

origin in neuroectodermal tissue. APUD cells

have been shown to have common cytochemical

and ultrastructural characteristics, including the

Dr. Glennon is Professor and Chief, Division of Endocrinology,
Department of Medicine at Jefferson Medical College of Thomas
Jefferson University, Philadelphia, Pennsylvania.

Dr. Castro is Instructor in Medicine, Division of Endocrinology,
Department of Medicine at Jefferson Medical College of Thomas
Jefferson University, Philadelphia, Pennsylvania.

presence of neurosecretory granules which can

convert precursors such as dopamine or 5-hydro-

xytryptamine to other amines, and can also pro-

duce peptide hormones. Tumors arising from

APUD cells could secrete excess amine and/or

peptide hormones. This attractive hypothesis

may explain the origin of the multiple endocrine

neoplasia syndromes, but does not explain the

ectopic hormone production which occurs in

tumors of non-APUD cells (eg, kidney, adrenal

cortex, and placenta). 1 -2

The “Derepression” Hypothesis

This concept is based on the fact that differenti-

ated somatic cells carry all possible genetic in-

formation in the body. Most of this information

remains repressed in the normal differentiated

cell. Any gene site may be “derepressed” during

abnormal cell replication with resultant new pro-

tein (s) synthesis. Neoplastic transformation may

per se modify cellular repression controls, giving

rise to tumors producing peptides similar to or

only slightly different from normal hormones pro-

duced by one or more of the endocrine glands. 3

This latter hypothesis seems, at this time, to be

a more adequate explanation for the overall spec-

trum of the ectopic hormone syndromes.

The Normal and Ectopic Synthesis

of Peptide Hormones

Normally peptide hormone synthesis begins

Del Med Jrl, Oct 1979—Vol 51, No 10 559
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with the formation of a pre-prohormone which

lacks biological activity but which contains the

universal codon for protein synthesis. This pre-

prohormone is subsequently degraded to a pro-

hormone that generally also lacks biological ac-

tivity. The prohormone is enzymatically degraded

to the bioactive hormone. Prior to release into

the circulation the storage form is either the pro-

hormone or hormone depending on the particular

hormone. Cleavage of the prohormone takes place

place just before or at the time of release into

the circulation. The hormone is subsequently de-

graded in peripheral tissues or by blood pepti-

dases.

The ectopic hormone syndrome has been found

to be caused by peptides immunogenetically simi-

lar to normal active hormone or inactive precursor

forms of hormones. In the case of glycopeptide

hormones, tumors have been shown to be capable

of producing the alpha chain common to them all,

the beta chain, which confers biological and im-

munological specificity, or the whole hormone.

Recent evidence suggests that tumor elaboration

of biologically inactive peptide occurs more com-

monly than that of biologically active hormone;

these inert peptides are potentially excellent tumor

markers in the absence of clinical manifestations

or as an indication of recurrent disease.

As techniques become more sophisticated and

readily available, it is possible that most, if not

all, tumors will be shown to synthesize peptide

hormones. 4

The Ectopic Hormone Syndromes

The exact incidence is still not known. Ap-

proximately 10% of patients with lung cancer

have clinical evidence of ectopic hormone pro-

duction while laboratory evidence without symp-

toms approaches 30%. The incidence will most

certainly increase when we look for biologically

inactive as well as active forms of hormones, and

when assays for more than one hormone are per-

formed.5,6

1 ) Ectopic ACTH Syndrome

This is the best documented of the ectopic hor-

mone syndromes. Since the original description

560

in 1928, more than 200 patients have been re-

ported.

Oat cell carcinoma of the lung is responsible

for 50% of reported cases. This tumor, thy-

moma, and islet-cell carcinoma of the pancreas

account for 80% of the cases. Medullary thyroid

carcinoma, carcinoid, pheochromocytoma, and

ovarian tumors have been reported less frequently.

Classical Cushingoid features are frequently

lacking. The patients present with severe hypo-

kalemic alkalosis, profound muscle weakness, hy-

pertension, edema, mental changes, hyperpigmen-

tation, and impaired glucose tolerance.

Plasma ACTH levels are usually greater than

200 pg/ml; cortisol secretions are accordingly

markedly increased. The very high plasma corti-

sol levels, urinary 17-OHCS, 17-KS, and free

cortisol levels far exceed those seen with Cushing’s

disease.

Nonsuppressibility of steroid secretion by high

dose dexamethasone administration has previously

been considered one of the hallmarks of the syn-

drome, but a large group of tumors (bronchial

carcinoids, thymomas, and islet-cell carcinomas of

the pancreas) have now been described that show

normal suppression. In some of these tumors,

corticotropin-releasing-factor-like activity has been

demonstrated and proposed as a possible explana-

tion of the normal suppression.

The treatment of choice is complete surgical

removal of the tumor when feasible, but this is

often impossible. Bilateral adrenalectomy has

been advocated for incurable patients with a

reasonable life expectancy, medical adrenalectomy

using the combination of metyrapone and amino-

glutethimide or O.p'DDD singly for patients with

poor life expectancy. Maintenance steroid ther-

apy is required with any of these forms of ther-

apy.

2) Ectopic ADH Syndrome

Oat cell carcinoma of the lung accounts for the

majority of cases. Adenocarcinoma of the pan-

creas, bronchial carcinoid, and carcinoma of the

duodenum have also produced this syndrome.

Clinical symptoms may be minimal, but when

hyponatremia is severe, mental confusion, con-
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vulsions, coma, and death can occur as a result

of water intoxication.

Laboratory studies reveal dilutional hypona-

tremia with low serum osmolality and urine os-

molality inappropriately high for the degree of

serum osmolality. A proximal renal tubular de-

fect with glucosuria, aminoaciduria, and phos-

phaturia is an occasional finding.

The syndrome is best managed by fluid restric-

tion to 500 ml/daily. If severe water intoxica-

tion is present, hypertonic saline infusion, deme-

clocycline, or lithium carbonate may prove bene-

ficial. Definitive therapy is surgical removal of

the tumor, if possible.

3) Ectopic PTH Syndrome

Hypercalcemia is a common finding in patients

with cancer. It has been attributed to metastatic

involvement, production of a PTH-like material,

and to other osteolytic substances. The produc-

tion of a PTH-like substance has been found in

from 1 to 15% of patients with malignant hyper-

calcemia in several large series. Ectopic PTH
production has been found most frequently with

squamous cell carcinoma of the lung and with

renal carcinoma, and less commonly with carci-

noma of the ovary, pancreas, and liver.

The clinical features of this syndrome are the

same as in other forms of hypercalcemia. The

degree of hypercalcemia may be influenced by

immobilization and severe dehydration secondary

to the severity of the malignancy. Clinical or

laboratory demonstration of a tumor is helpful in

differentiating the ectopic PTH syndrome from

primary hyperparathyroidism, but hypercalcemic

patients with malignancy have been demonstrated

to have coexistent primary hyperparathyroidism.

When presently available PTH assays which meas-

ure the carboxy-terminal fragment of PTH are

used, levels of PTH seen with primary hyperpara-

thyroidism usually are much higher than those

found with the ectopic PTH syndrome.

Recent studies have proposed that other sub-

stances may be responsible for the hypercalcemia

seen in patients with tumors not producing a

PTH-like substance. Prostaglandin E and vita-

min D-like sterols in breast cancer and an os-

teoclast activating factor in multiple myeloma
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have been proposed as causal agents. Further

studies are warranted before these can be totally

accepted.

Management of malignant hypercalcemia con-

sists of removal of the tumor or palliation with

surgery, irradiation, chemotherapy, or combined

therapy. Symptomatic hypercalcemia is usually

first treated by hydration with normal saline in-

fusion, often combined with furosemide-induced

diuresis. Steroid therapy may be useful in hyper-

calcemia not due to a PTH-like material; its effect,

however, may not be noted for seven to ten days.

Oral phosphates, mithramycin, calcitonin, and

I.V. phosphates are agents that may be used if

saline infusion and diuresis are not effective. Pros-

taglandin inhibitors (acetyl salicylic acid and in-

domethacin) are being studied in hypercalcemias

thought to be due to prostaglandin E.

4) Ectopic Gonadotropin (LH ,
FSH, HCG )

Syndrome

Excluding trophoblastic neoplasms, ectopic go-

nadotropin production has been most frequently

associated with carcinoma of the lung and hepato-

blastomas and less commonly with other tumors.

Ectopic secretion of LH and HCG are common,

but FSH is rare. Recently, it has been demon-

strated that tumors can produce not only the in-

tact hormone but also the alpha and beta chains

separately. 7

The clinical features are those of precocious

puberty in children, gynecomastia in men, and

menstrual irregularities in women. These abnor-

malities are thought to be due to the tumors’

ability to convert dehydroepiandrosterone to es-

tradiol. Laboratory evaluation includes measure-

ment of plasma LH, FSH, HCG, and/or their

subunits.

Management consists of extirpation of the

tumor, irradiation, chemotherapy, or combined

therapy.

5 ) Hypoglycemia Associated with Neoplasms

Mesenchymal, hepatic, and adrenal tumors ac-

count for 95% of the cases reported. Lymph-

oma, gastrointestinal, lung, ovarian, neural, and

renal carcinoma may also produce the syndrome.

The mesenchymal tumors associated with this

syndrome are as often benign as malignant. They

are usually quite large and, if located above the

diaphragm, readily demonstrated by chest x-ray.

Those in the abdomen are usually palpable.

There is general agreement that these tumors

do not induce hypoglycemia by production of ex-

cessive quantities of radioimmunoassayable in-

sulin. Many theories have been proposed for the

hypoglycemia seen with this syndrome, but a uni-

fying concept has not been found. It is possible

that a humoral substance, as yet unidentified, is

the causative agent.

Treatment consists in removal of the tumor.

If the neoplasm is inoperable, relief of symptoms

may be achieved with glucose infusions or with

frequent high carbohydrate feedings. High-dose

glucocorticoid therapy, diazoxide, and long-acting

glucagon (zinc) have also been used.

6) Hyperthyroidism Associated with Neoplasms

Laboratory evidence of hyperthyroidism and,

less frequently, clinical hyperthyroidism occurs

most frequently with trophoblastic neoplasms in

women and germinal testicular tumors in men.

Epidermoid carcinoma of the lung, breast carci-

noma, and mesothelioma have also been associ-

ated with the syndrome. Most patients with this

syndrome do not have the classical signs (goiter

or exophthalmos) or symptoms of hyperthyroid-

ism, but have laboratory findings consistent with

hyperthyroidism.

Originally, it was thought that these tumors

were producing a substance similar to TSH which

was responsible for the syndrome. It has become

apparent that the syndrome is due to tumor hyper-

secretion of HCG. Thus, those cases due to

trophoblastic tumors may not be truly ectopic

hormone producers, since HCG secretion is ex-

pected from trophoblastic tissue.

Therapy is directed at elimination or palliation

of the tumor. If the patient has symptomatic

hyperthyroidism, propranolol and possibly anti-

thyroid therapy would be indicated until tumor

removal or control is established.

7 ) Erythremia Associated with Neoplasms

Although kidney tumors and renal cysts are

most commonly associated with erythremia, they

really cannot be accepted as an ectopic source.
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The tumors most frequently associated with this

syndrome are cerebellar hemangioblastoma, uter-

ine fibroma, adrenal cortical carcinoma, ovarian

tumor, hepatoma, and pheochromocytoma.

The erythremia seems to be due to increased

erythropoetin production (assessed by bioassay)

by the neoplasm and has been reversed by removal

of the tumor. At present, a specific radioim-

munoassay is not available to document bioassay

results.

8) Ectopic Placental Lactogen (HPL ) Syndrome

This syndrome has been described in associa-

tion with undifferentiated carcinoma of the lung;

gynecomastia is an associated finding. HPL pro-

duction has been demonstrated in approximately

8% of patients with non-trophoblastic and non-

gonadal tumors.

9 ) Ectopic Growth Hormone Syndrome

This has been uncommonly described, but has

been found in carcinomas of the lung and stom-

ach. Several instances of GH hypersecretion and

pulmonary osteoarthropathy have led to the postu-

late that GH may play a role in pulmonary osteo-

arthropathy associated with tumor.

10) Ectopic Prolactin Syndrome

This syndrome has been described with or

without accompanying gynecomastia, galactor-

rhea, or amenorrhea in association with carcinoma

of the lung and renal cell carcinoma.

1 1 ) Ectopic Calcitonin Syndrome

This syndrome has been associated with oat

cell carcinoma of the lung. Recently in an un-

selected group of tumors, calcitonin levels have

been found to be elevated in 46% of the cases.

1 2 ) Ectopic Gut Hormones

Watery diarrhea, hypokalemic alkalosis, and

hypochlorhydria (pancreatic cholera) have been

described in association with ganglioblastoma and

in pancreatic and lung tumors containing vasoac-

tive intestinal peptide (VIP). The Zollinger-Elli-

son syndrome with multiple ulcerations of the

stomach, duodenum, and jejunum in association

with a pancreatic tumor that secretes gastrin could

very well also be considered as an ectopic hor-

mone syndrome.

Multiple Ectopic Hormone Production

Many tumors have been reported that have

either simultaneously or sequentially produced

more than one ectopic hormone. ACTH has thus

far been the common denominator, with the as-

sociation of other hormones including MSH,
ADH, gastrin, serotonin, and renin.

Ectopic Hormones as Tumor Markers

Tumors may produce active hormones, hor-

mone precursors, and fragments that can be de-

tected by present assay procedures. If such pro-

duction was universal, hormone assays would be

a good marker of tumor presence. Tumors could

be detected in preclinical stages, populations at

risk could be screened, anatomical localization of

tumors would be aided, response to therapy could

be monitored, and recurrences detected. Little

research towards the application of this theory

has been done thus far, but HCG alpha subunit,

big ACTH, and calcitonin offer promise as tumor

markers. HCG alpha subunit has been found

to be elevated in 41% of patients with a variety

of common cancers. Patients with lung cancer

but without Cushing’s syndrome had elevations in

big ACTH (which is without biological activity)

in 87% of the cases. 8 Calcitonin has been found

to be elevated in 46% of a variety of common
tumors. 9 ’ 10

Further investigation may prove that other hor-

mones, their precursors, or fragments may have

practical usefulness as tumor markers.
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EXTENDED WEAR OF HYDROPHILIC LENSES

IN APHAKIA -AN ALTERNATIVE

TO LENS IMPLANTATION

Davis G. Durham, M.D.

Edwin P. J. Kuhwald
E. Paul Kuhwald

Intraocular lens implantation is presently en-

joying extreme popularity. There are special

journals and many courses devoted to the subject.

Is it a fad? After all, intraocular lenses have

been around for 25 years.

Many intraocular lens surgeons state that if

and when safe and permanent contact lenses are

developed, they will displace the intraocular lens.

The vast majority of eye surgeons do not now
implant intraocular lenses in their cataract pa-

tients. The correction of the aphakic patient is

limited to either conventional spectacles or con-

tact lenses. The limitations of spectacles, es-

pecially so in the monocular aphake, are well

known. Contact lenses offer a better solution,

but although hard lenses offer the best visual cor-

rection, most aphakics are elderly and there is the

problem of inserting and removing. The con-

tinuous wear soft lens is a distinct advantage to

these patients.

This paper will review the current status of

contact lenses for continuous wear in aphakia,

our experience to date, and the reported improve-

ments on the horizon.

Realistically speaking, until recently there was

no soft or hard contact lens for continuous wear

available. If such a lens were available, the ma-
jority of patients could have been easily and sue-
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Department of Ophthalmology, Wilmington Medical Center, Wil-
mington, Delaware, and Assistant Clinical Professor of Ophthal-
mology, Thomas Jefferson University, Philadelphia, Pennsylvania.
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Mr. E. Paul Kuhwald is a Fellow of the Contact Lens Society
of America and a nationally registered contact lens specialist.

This paper Was adapted from a presentation to the American
Academy of Ophthalmology.

cessfully fitted. But this is not now the case;

the lenses currently manufactured are not “fool-

proof,” and they must be fitted using careful

selection and intelligent follow-up techniques. It

is only through the use of good fitting techniques

and judgment that we are able to fit a rather large

segment of our contact lens patients with lenses

for continuous wear.

The movement from daily towards continuous

wear has been cautious. Historically, continuous

wear bandage lenses were initiated on pathological

corneae such as bullous keratopathy, exposure,

and severe drying. In them, the possible unto-

ward effects of continuous lens wear were con-

sidered to be less threatening than the almost

certain destructive changes without them. As
familiarity and confidence in the use of these

lenses increased, they became more frequently em-

ployed in other carefully selected patients, mostly

aphakics of both the monocular and congenital

cataract types.

Even at this relatively early stage of the art

of hydrophilic polymers a majority of patients

can be fitted with continuous wear soft contact

lenses. Do the risks justify the results? Ob-

viously, patients who can easily insert, remove,

and care for their lenses need not resort to con-

tinuous wear. These patients may accommodate

well to a prolonged wear schedule which still

may be longer than the normally accepted 12 to

16 hours usually considered maximum for hard

contact lenses.

There are patients who cannot insert or remove

either hard or soft contact lenses because of ad-

vanced age, severe tremor, functional deformities

Del Med Jrl, Oct 1979

—

Vol 51, No 10 569



Extended Wear of Hydrophilic Lenses in Aphakia—Durham

of their hands, or because their only seeing eye

needs a corrective lens in order to see adequately

to locate the lens in the first place. These indi-

viduals deserve consideration for continuous wear,

especially if there is no one close at hand to as-

sist them with insertion and removal. They con-

stitute a most grateful group of people and are

willing to return for needed follow-up at regular

intervals.

The next area of concern involves safety: Is

the continuous wear of soft contact lenses safe?

The answer is a qualified “yes,” when proper

patient selection and meticulous fitting and fol-

low-up care are provided. Hydrophilic lenses

worn in such a manner have been proven safe

throughout the world for many thousands of pa-

tient hours. This has usually been accomplished,

however, in an experimental, closely-controlled

setting with properly instructed patients and ex-

perienced investigators.

The ability to fit a hydrophilic soft contact

lens to be worn as a continuous lens is related to

two basic factors: lens characteristics and the

ability of the cornea to tolerate the lens itself.

Lens-related characteristics pertain to the soft

hydrophilic material of the lens, which is per-

meable to both oxygen and water depending on

design and polymer structure. The actual physi-

cal design of the soft material allows for flexibility

and yet stability of vision. This unique, flexible

design allows the lens to fit not only the central

cornea but also the periphery with greater indi-

vidual comfort than previously possible. At pres-

ent the thickness of the lens limits its ultimate

performance both in stability and in the water and

oxygen permeability; this may not be true in the

future as new lens polymers are developed.

A careful trial of soft lenses may be indicated.

If the patient need is marked and failure of other

types of lens systems has been found, evaluation

with hydrophilic lenses from another manufac-

turer should be made prior to advocating discon-

tinuance or the decreased wear of soft contact

lenses.

Aphakia will most likely remain the most com-

mon reason for continuous lens wear, especially

in monocular aphakes who are unable to insert

and remove their lenses because of previously

mentioned reasons. Even with the increasing use

and acceptance of intraocular lenses, the alterna-

tive use of continuous lens wear is a most im-

portant and practical substitute.

The use of continuous lens wear in children

with aphakia may be the only way to save these

patients from amblyopia. Older patients who for

various reasons cannot accept an intraocular lens

or who are already aphakic and thus felt to be

poor candidates for secondary intraocular lens

implantation constitute another important group.

We are now in a continuing, evolutionary pro-

cess towards an effective extended wear lens. Our

survey is a record of our attempts to provide

lenses for extended wear. (Table 1) It must be

remembered that we are not discussing a specific

lens or lenses approved by the FDA for extended

wear; we are simply discussing the concept of

extended wear itself.

Before a lens is applied to an aphakic patient’s

eye, we must first decide which patients are can-

didates for extended wear. One of our first con-

cerns must be to determine a patient’s ability to

handle any lens. A women aphakic is asked if

she can sew or knit; a positive response leads us

to attempt fitting for conventional insertion and

removal. If, on the other hand, some physical

handicap is noticed such as severe arthritis or

some form of palsy, then the possibility of ex-

tended wear lenses is discussed with the patient.

The success of extended wear relies heavily on

the close relationship between the patient and the

fitting team. Enthusiasm and confidence must

be a significant part of the office protocol. We
feel that each candidate for extended wear must

be given a thorough explanation of the procedure,

its advantages, and its disadvantages.

We explain to each patient the importance of

follow-up visits, the necessity of lens lubrication,

and the constant availability of the fitting team

if needed. Our concern is the development of

confidence and candor. After the procedure is

fully discussed with the patient and/or the family,

we must determine what lens should be applied

and when. We have found that timing is crucial;

fitting has been significantly more successful after

the sutures have been removed and the tissues

in proximity to the surgical area are quiet. Usu-

ally four to six weeks after surgery is a good time
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TABLE 1

STATISTICS AS OF MARCH 1, 1979

Number of aphakic patients

Number of aphakic eyes

Male eyes

Female eyes

Average corneal astigmatism

Average acuity without

spectacles

Average acuity with

spectacles

Eyes fitted with Hydrocurve

thin

Eyes fitted with Softcon

Wearing time:

273

352 ( 25 bilateral

)

91

182

2.50 diopters

20/50

20/30+

14

338

1 to 30 days 14 eyes

1 mo. to 3 mos. 38 eyes

4 mos. to 6 mos. 44 eyes

7 mos. to 1 2 mos. 71 eyes

13 mos. to 24 mos. 110 eyes

25 mos. to 36 mos. 42 eyes

37 mos. to 54 mos. 12 eyes

Presently wearing on an

extended basis 289

Failures 63

Folds in Descemet's membrane 140

( Usually disappear after two

weeks

)

Vascularization 1 17

( 2-3mm superiorly

)

Erosions 66

Muco-protein accumulation 139

Lenses used per eye 1 .6

Permanent failures 63

Deceased 10 patients

Average corneal sensitivity 5.50 gr/cm

( Bonnet-Cochet aesthesiometer)

80% of the patients have had lenses removed for

cleaning and disinfection.

to begin. Many hydrogel lens manufacturers

provide a fitting technique that involves trial lens

fitting, but we feel this technique is cumbersome,

unprofessional, and unnecessary. Choosing the

proper lens at this early stage of extended wear

technology depends upon simple, mechanical

measurements. As a starting point clear kera-

tometer readings, an observation of the palpebral

fissure, and a stable refraction are needed. Kera-

tometry and topography are an integral part of

proper fitting, no less important in hydrogel lenses

than in conventional hard lenses. Rather than

inserting and removing trial lenses, we prefer to

start with one that has a good chance of fitting

properly from the outset. After noting the kera-

tometric and topographical measurements, we

routinely check each candidate in the biomicro-

scope and attempt to locate possible problems

before they occur such as filtering blebs or corneal

abnormalities. We also evaluate corneal sensi-

tivity with an aesthesiometer in order to have a

reference point for the future, and to observe the

light reflexes in a keratoscope.

After the initial evaluation, lens selection is

made. Choice at this point is limited to the

Warner-Lambert Softcon lens or to the Hydro-

curve thin series.* There are other lenses avail-

able in Canada and in Europe, but we prefer to

use American lenses only.

Our most frequently used lenses are the Soft-

con 8.4 14.0, 8.1 14.0, and 8.4 14.5 (flattest to

steepest). The Hydrocurve (thin series) has

provided success with the 10.1 16.0 (for ex-

tremely Hat corneas) and the 9.8 15.5 for corneas

of 42.50 diopters to 41.0 diopters. The choice

between Hydrocurve and Softcon is largely prefer-

ence. Some investigators have stated that one

type will be doomed to failure and one always

successful. In our hands, both lenses have been

used successfully, and both have failed.

Once the lens has been selected and inserted,

we allow the candidate to sit for 15-20 minutes

in the waiting room. This permits the lens to

settle a bit, after which we evaluate the lens for

centration, movement, possible discomfort, and

acuity.

The most important factor in fitting is lens

movement. Most investigators agree that 2-3mm
of movement on upward gaze is necessary; a

marginally loose lens is better than a marginally

tight lens.

After the lens movement has been evaluated,

* As a general rule, the Softcon lens is used for eyes that are
steeper and Hydrocurve lenses for eyes that show a flatter corneal
curve. For example, with a K reading of 42.75 x 44.00, our lens
of first choice would be a Softcon 8.4 x 14.0. If the K reading
was 40.00 x 41.00, our lens of first choice would be a Hydro-
curve (thin series) 10.1 16.0.
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an overrefraction can be performed to determine

the need for future changes in power. In many
circumstances after the lens has been worn for

more than a week, the power may need to be

changed, or cylinder may need to be added to the

spectacles in an overrefraction. This poses no

problem because the patient will need a bifocal

correction; therefore any change in refraction

can be placed in the final pair of spectacles.

Evaluation of visual acuity can also aid the in-

vestigator in evaluation of the fit; fluctuating

vision can be caused by an improperly fitted lens.

The next phase of fitting technique is follow-up.

The patient is given a saline solution (either

Boil-n-Soak, or Lensrins) and Adsorbonac 2%.
The use of copious artificial tears cannot be over-

emphasized. We normally suggest irrigation with

a saline solution at least three times a day: upon

waking, in the afternoon, and before bed. This

aids in the removal of debris from the cul-de-sac

and also helps keep the lens soft and flexible.

We have, over the years, tried many different

types of artificial tears and have found Adsor-

bonac 2% to be the most successful. Each pa-

572

tient is instructed to use the drops every three

hours during the first few days and eventually use

them four times a day. Obviously, some eyes are

drier than others, and you must judge for yourself

as to the frequency of instillation. Our follow-up

schedule is quite rigid. Since failures usually

occur in the early stages of follow-up, we see each

patient 24 and 48 hours after lens insertion. Then

we skip a day and recheck the next day. Thus

we try to start our patients on a Monday or

Tuesday so that failure will not occur at 2 a.m.

on Saturday morning.

If by the end of the first week all is successful,

we then will see the patient weekly for three

weeks, then once a month for two months, and

then every three months.

On each visit, we notate visual acuity, observe

lens movement, and watch for signs of lens re-

jection as manifested by a disruption of corneal

integrity. In many instances, signs of initial cor-

neal decompensation such as folds in Descemet’s

membrane may be seen. These will normally

disappear after a few days. If they don’t, a de-

cision must be made either to remove the lens

and refit a flatter lens, or to continue with the

same lens. We feel that folds in Descemet’s mem-

brane occur because of the slight pressure on the

corneal tissue combined with some hypoxia. Bio-

microscopic observations such as these are the

key to success. Along with general observations,

corneal sensitivity is checked again with the

aesthesiometer, and the Klein keratoscope is used

to check again for distorted mires, an indication

of a lens buckling and an improper fit.

Finally, at each visit, we talk with the patient,

who can usually describe his observations and aid

in predicting future problems. We also reiterate

our instructions regarding the use of the Adsor-

bonac 2% and saline solution.

In the early days of contact lens development

patients wore hard scleral shells for weeks at a

time. Cosmetic shells are being worn continu-

ously today. Just a few years ago hard, flat cor-

neal lenses 10 to 13 mm in diameter were worn

for prolonged periods without the knowledge or

consent of the ophthalmologist. Many patients

wore them and surprised the practitioner on their

yearly exam by suffering no ill effects.
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FIGURE 1

Muco-protein accumulation in extended wearing

of soft contact lenses

FIGURE 2

Epithelial erosion due to a dry eye in extended

wearing of soft contact lenses

We must keep in mind, at all times, that the

soft contact lens used today is similar in some

characteristics to a household sponge: when it is

wet, it is soft, pliable, and comfortable. When it

is only partially wetted, it can be a very scratchy,

irritating, and insulting agent to the corneal epi-

thelium. The idea that must be transmitted to

the patient is, “The wetter the better.” A dry

lens or an insufficient supply of tears precipitates

trouble.

Our number one problem is still muco-calcium-

protein build-up on the lens surface, which in

turn, causes blurred or inferior visual acuity.

(Figure 1) This leads to lens dehydration and

changes in the lens parameters. The lens stiffens

and its surface becomes a scratchy, irritating

foreign body. A wet lens surface does not get a

chance to attract the muco-calcium-proteins and

remains clean, clear, and optically satisfactory.

When the lens is kept wet, there is less chance

for epithelial slough-off. (Figure 2)

We have not been alarmed by vascularization.

There is no doubt that it occurs, but we have not

found this to be a reason for permanently dis-

continuing the lens. We have temporarily halted

a few patients because of folds in Descemet’s

membrane along with some vascularity only to

find that the problems disappeared, the vascu-

larity regressed, and extended wear could be con-

tinued. (Figure 3)

Limbal compression has not been a major

stumbling block because it can be eliminated by

fitting a larger, flatter lens. We have removed

lenses, refitting with a looser lens, after a short

rest.

If the patient is fitted with a loose lens that

glides freely, like a leaf on a pond, and the eye is

kept wet with Adsorbonac 2% and Lensrins, the

minor problems of muco-calcium-protein build-

up, folds in Descemets, limbal compression, epi-

FIGURE 3

Vascularization of cornea due to extended wear-

ing of soft contact lenses
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thelial erosion, and conjunctival injection will be

greatly reduced.

We have found that when a lens must be

cleaned because of some surface build-up, it is

best to flush the lens with hot tap water, rub

gently with Preflex, rinse again, soak in hydrogen

peroxide 3% for two minutes, rinse well again

with hot tap water, and then re-equilibrate with

Lensrins by putting the lens in a swirl cleaner

rinsing three or four times.

Before removing any soft contact lenses, the

cornea should be well wetted down with Lensrins,

Boil-n-Soak, or Adapettes. One does not want

to slide a lens off the cornea if the lens or eye

appears dry. The lens is slid off the cornea gently

and with a very light touch. If one wishes to use

a slight amount of fluorescein, a little can be

dabbed from a Fluor-i-strip above the superior

limbus. The lens can be moved from side to

side while the cornea is inspected with the slit

lamp, tonometry is performed, and corneal sensi-

tivity is evaluated. The minimum amount of

fluorescein will wash out with flushing and will

dissipate in a few days. If the lens is tight, the fluo-

rescein will not easily flow under the lens in the

tight areas. If the lens fits well, the fluorescein

will immediately flow under the lens and be seen

as a brightly fluorescein-lit lens riding off the

corneal surface. The lens can be easily rotated

with a wet O-tip to be assured that it glides

properly.

Summary

The efficacy of extended wear has been evalu-

ated in controlled experiments by many experi-

enced ophthalmic surgeons. In our opinion, the

extended wear of hydrogel lenses is but one ap-

proach to the complete visual rehabilitation of

the aphakic patient along with intraocular lens

and aphakic spectacles.

A survey of more than 352 eyes treated by us

demonstrates that the aphakic patient’s tolerance

to extended wear can be significant when a cau-

tious and efficient fitting technique is applied

throughout the patient’s rehabilitation. In our

series, 80% have worn their lenses as long as 54

months without prolonged removal. The other

20% have been designated as failures; these pa-

tients have been able to achieve their expected

postoperative visual acuity with some other form

of optical device. Extended wear is not the pre-

ferred or only answer in aphakia; it is but one

alternative, but one which significantly improves

the ophthalmologist’s arsenal for maximizing the

visual, physiological, and psychological rehabili-

tation of the aphakic patient.

We have utilized two American-manufactured

hydrogel lenses—the American Optical (Warner-

Lambert) Softcon lens and the Hydrocurve, thin

series. Once the proper lens has been determined

and the fit has proven to be acceptable, constant

and cautious follow-up care must be given and

artificial tears copiously used.

The potential side effects are all easily man-

aged and readily reversible. Poor fit can lead to

corneal trauma of varying degree, to diminished

visual acuity, or to lost lenses. Adverse patient

reaction in the form of muco-protein accumula-

tion on the lens surface is a possibility. These

few pitfalls are ever present and yet can be

avoided with proper technique and constant care.

Going home.
It’s powerful medicine.

Sometimes going home from the hospital to

recuperate is the best medicine there is We can help by

sending qualified health care specialists home with

you for as long as you need them Call HOMEMAKERS
UPJOHN®, when you re ready to go home

Telephone: 656-2551

HOMEMAKERS
UPJOHN*
A service program
of The Upjohn Company
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FIBEROPTIC COLONOSCOPY: A COMMUNITY

HOSPITAL'S INITIAL EXPERIENCE

Gregory M. Caputo

Between April 1977 and June 1978 109 co-

lonoscopies were performed at Kent General

Hospital, a 138-bed community hospital in Dover,

Delaware. These procedures represent the hos-

pital’s initial experience with the colonoscope.

This paper reviews the results and examines the

need for colonoscopy, its diagnostic and thera-

peutic value, and its use as a follow-up procedure.

Materials and Methods

All of the patients colonoscoped between April

1, 1977, and June 15, 1978, at Kent General

are included in this review. Reasons for patient

selection included radiologically suspected dis-

ease, persistent symptomatology with no radiologic

or sigmoidoscopic findings, and observation post-

colectomy or -polypectomy. Approximately 70%
of the colonoscopic procedures were performed

on an outpatient basis. The patients ranged in

age from five to 86 years of age with a mean age

of 60.3 years. Fifty-two were women.

An Olympus LB3 instrument was used in all

procedures. Standard protocol for the examina-

tions can be found in Wolff and Shinya’s review. 1

The pathological classification used for excised

lesions is that of Robbins’s Pathological Basis of

Disease.2

Results

Total colonoscopy was attempted 101 times.

Excluding patients with inflammatory disease and

obstruction, the cecum was reached in 76.6% of

these. (Table 1) Most often, the non-negotiable

areas were the hepatic and the splenic flexures

because of redundancy or sharp angulation. Co-

lonoscopic progression is terminated as soon as

active acute inflammatory disease is identified 1
;

this was done in four patients. Incomplete bowel

preparation resulted in subtotal colonoscopy in

five patients; in each the area of radiographically

suspected pathology had already been viewed.

The most often encountered reason for colono-

Mr. Caputo is a fourth-year medical student at the University
of Maryland School of Medicine. He was awarded an American
Cancer Society—Delaware Division grant for a summer work-study
program at Kent General Hospital.
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scopy in this study was rectal bleeding of un-

known etiology. (Table 2) Barium enema re-

vealed an abnormality in 39% of these patients;

in 61% of these colonoscopy was unremarkable.

In those with a history of benign polyps, colono-

scopy was often done without the benefit of

barium enema. Persistent diarrhea was the sole

indication in six cases; colitis was found in two

of these patients.

Colonoscopy was performed as a routine fol-

low-up procedure after colon resection for tumor

or after polypectomy 24 times in order to assess

local recurrence of tumor or integrity of anas-

tomosis. Nine patients were colonoscoped with

solely a history of past polyps; five of these had

abnormalities.

Lesions usually visible with the rigid sigmoido-

scope were not considered positive colonoscopic

findings. Three patients had lesions not seen

during sigmoidoscopy which were found on co-

lonoscopy. These three are considered as having

positive diagnostic findings by colonoscopy.

(Table 3)

TABLE 1

EXTENT OF COLONOSCOPY

A. Total 70

B. Subtotal 39

109

Reason for limitation of colonoscopy

Passed to splenic flexure because area of

pathology in descending colon, sigmoid

colon, or rectum 8

Inability to advance beyond splenic

flexure because of stricture 6

Non-negotiable hepatic flexure 6

Non-negotiable sigmoid loop 6

Incomplete bowel preparation 5

Redundant splenic flexure 4

Friable mucosa in inflammatory disease 4

39
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TABLE 2

INDICATION FOR COLONOSCOPY

A. Barium enema abnormal

Polyp 16

Narrowing 1 1

Undefined filling defect 6

B. Barium enema unremarkable

Rectal bleeding 38

History of polyps 6

Others (abdominal pain, etc.) 8

C. Barium enema not performed

Rectal bleeding 7

History of polyps 9

History of colon or rectal

cancer 8

33

52

24

Positive findings were seen in 37.6% of the

procedures. Thirty-five polyps greater than 0.5

cm in size were found in twenty-nine patients.

These ranged in size from 0.5 cm to 2.2 cm.

(Most authors agree that smaller polyps are not

related to cancer and that there has never been

a malignant polyp described which was less than

0.7 cm.) Eleven polyps less than 0.5 cm were

excised at the time of colonoscopy; these were

all described by the pathologist as “hyperplastic.”

Small mucosal excrescences (<0.5 cm) were

routinely reported in the surgical records, but

TABLE 3

COLONOSCOPIC FINDINGS

Pathologic Findings

Polyps (greater than 0.5 cm)

Cancer

Inflammatory bowel disease

Non-specific colitis

Ulcerative colitis

Granulomatous colitis

Radiation colitis

Diverticulitis

Diverticulosis

Rectal lesions only (rectal

ulceration, hemorrhoids, etc.)

Negative exam

3

2

1

1

Number of

Patients

29

3

7

2

8

6

54

Total 109

were most often not excised. Three biopsied

sessile lesions were found to be malignant. These

patients were subsequently scheduled for lapa-

rotomy. Biopsy of one rectal ulceration revealed

“dysplasia suggestive but not diagnostic of carci-

noma.” This patient was not included as having

a positive diagnostic finding since it was within

reach of the conventional rigid sigmoidoscope.

Inflammatory bowel disease (IBD) was en-

countered in seven patients. (Table 3) Ulcera-

tive colitis was demonstrated in two; three were

acute non-ulcerative colitis. Granulomatous co-

litis was found in one patient. Two instances of

diverticulitis were found, one of which had shown

compatible findings on barium enema.

Of 35 polyps greater than 0.5 cm which were

excised, five (14%) were proximal to the splenic

flexure (Table 4), and had not been visualized

radiographically. Twenty-seven were adenoma-

tous polyps. (Table 5) Four inflammatory polyps

and two villous adenomas were also found. Atypia

(which is not considered to have a relationship

to malignant transformation) was present in three

benign adenomas. Malignancy of a polypoid

growth is defined as extension of the neoplastic

tissue below the muscularis mucosa. This was

seen in two pathologic specimens.

In the present study the barium enema was ac-

curate in 63.4% (52/82) of all patients. (Table

6) Barium enema was suggestive of a lesion con-

firmed at colonoscopy in 15.9% (13/82) and con-

sidered “consistent.” The barium enema was not

consistent with colonoscopic findings in 20.7%

TABLE 4

POLYPECTOMY

A. Number

Total number of polypoid lesions

removed 46

Number of polyps greater than 0.5 cm 35

Total number of patients in whom
polyps were found 29

B. Anatomical location of polyps

Sigmoid colon 23

Descending colon 7

Transverse colon 3

Ascending colon 1

Cecum 1
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TABLE 5

PATHOLOGY OF POLYPS

Type

Adenomatous

with atypia

Villous Adenoma

with atypia

Inflammatory

Hyperplastic

Malignant polyps

Unknown (unretrieved)

Number Sessile

27 5

3 2

2 2

0 0

4 0

1 1 2

2 2

7 5

(17/82). In ten patients, polyps greater than

0.5 cm not seen on barium enema were found

at colonoscopy. Barium studies were not rou-

tinely performed in the 24 patients colonoscoped

because of previous bowel resection or polypec-

tomy.

Discussion

Sugarbaker et al suggest that the colonoscope

be passed to the desired segment of colon or to

the area of the lesion found on barium enema.3
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TABLE 6

CORRELATION OF COLONOSCOPY WITH

BARIUM ENEMA

A. Barium enema accurate

Polyp present 10

Cancer present 1

Unremarkable colonoscopy 41

B. Barium enema consistent

Filling defect (benign polyp) 2

IBD* confirmed 6

Stricture, found to be benign 5

C. Barium enema inconsistent

Barium enema negative

Polyp found 10

IBD* found 1

Barium enema positive

Filling defect unconfirmed

at colonoscopy 6* *

D. Barium enema not performed

E. Barium enema positive: area not

reached or visualized with

colonoscope
* Inflammatory bowel disease
**Assumed to be due to fecal matter or local spasm

52

13

17

24

3

Wolff and Shinya' and Coller et al,
4 however,

state that total colonoscopy is best whenever pos-

sible. It was felt by the surgeons at Kent Gen-

eral involved with the present study that total

colonoscopic examination should be attempted

at each procedure. Coller et al found unsus-

pected lesions in 56% of patients colonoscoped

because of radiographically suspected lesions of

any kind. 4 The present study showed this to be

true in 28% of our patients. All of these pa-

tients had adenomatous polyps which were ex-

cised at the time of colonoscopy. These data

point out the need for a total colonoscopic exam

in order to obtain the full diagnostic value of

the procedure.

Regarding indications for colonoscopy, Kobay-

ashi et al feel that colonoscopy should be per-

formed in all patients whose complaints cannot

be explained by x-ray examinations. 5 They re-

ported pathological findings seen on colonoscopy

in 16 of 60 patients with normal barium enemas.

This was true in 11 of 52 patients with normal

barium studies in our review. Previously unsus-

pected pathological findings were revealed in 19
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out of 109 colonoscopies, showing the improved

diagnostic accuracy of the combination of barium

enema and colonoscopy. Rather than indicating

radiologic limitations, these data more likely re-

flect shifting criteria for the performance of co-

lonoscopy. 6 Aggressive pursuit of polypoid dis-

ease is indicated now that colonoscopy rather

than laparotomy is the main therapeutic modality.

The increased rate of diagnosing polypoid

growths by combining colonoscopy with barium

enema has been illustrated. Perhaps more sig-

nificantly, colonoscopy has allowed a greater

number of these lesions to be removed. The

April, 1975-June, 1976 records show only four

adenomatous polyps were excised at Kent Gen-

eral Hospital; and June, 1976-June, 1977 shows

two such lesions removed. Twenty-seven adeno-

matous polyps were excised by snare polypectomy

with the colonoscope the following year. This has

strong implications in the early detection and

removal of potentially pre-cancerous lesions.

Though the controversy surrounding malignant

conversion of adenomatous polyps still continues,

it is clear that malignant polyps are poorly dis-

tinguished from benign adenomatous polyps,

grossly, radiologically, or endoscopically. Also,

villous adenomata sometimes have a pedunculated

appearance, and “benign” adenomatous polyps

may have focal areas of villous growth. There-

fore, the potential for malignancy in a benign-

appearing growth remains until pathologic ex-

amination proves it otherwise. Wolff and Shinya

report the incidence of malignancy in polyps to

be 6.2%.' Our study revealed 5.7% (2/35) to

be malignant. The therapeutic value of colonos-

copy in the removal of potentially malignant

growth seems clear.

According to Robbins malignant transforma-

tion of villous adenomas has been reported in as

many as 74% of cases. 2 ’?964 In our study two

villous adenomas were found.

Christie reports that small hyperplastic polyps

are in no way related to adenomas or potentially

malignant lesions. 6 Eleven hyperplastic polyps

were excised in our study. Seven other small

polyps were removed but not retrieved. Robbins

also cites evidence to suggest that hyperplastic

polyps are indeed precursors of villous aden-

omas. 2 -p965 If this is the case, perhaps a new evalu-

ation of the appropriate criteria for the removal

of small polypoid excrescences is needed.

The colonoscope was found useful at Kent

General in determining the extent and distribution

of inflammatory bowel disease, thus helping to

determine proper classification. Colonoscopy may
also be useful in evaluating the effectiveness of a

therapeutic regimen for IBD. After colon re-

section or polypectomy, colonoscopy has proven

valuable in the examination of suture lines and

the determination of local recurrence or persis-

tence of tumor.

Fiber colonoscopy has been shown to improve

the diagnostic and therapeutic approach to co-

lonic disease. It has limitations in acute inflam-

matory bowel disease and stenotic or obstructive

disease as we have indicated.

The principal potential complications from the

procedure are perforation and acute or delayed

hemorrhage following polypectomy. Our pa-

tients included only one serious complication of

the 109 colonoscopies performed. This was a

perforation of a sigmoid colon in an eighty-six-

year-old woman with a history of rectal car-

cinoma. Immediate laparotomy was performed;

she has been free of any further complications

since.

Conclusions

The initial experience with fiberoptic colonos-

copy at Kent General has been instructive and

rewarding. Valuable information has often been

gained that had not previously been suggested

radiologically or sigmoidoscopically. The present

study illustrates the diagnostic utility of colonos-

copy as an adjunct to barium enema in improving

the detection of benign, premalignant, and malig-

nant colonic disease. The therapeutic value of

colonoscopy in the removal of these lesions

through snare polypectomy, as well as its role

as a follow-up tool, has also been discussed.
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NEW DRUGS FOR THE TREATMENT

OF ASTHMA

Sumner J. Yaffe, M.D., Professor of Pedi-

atrics and Pharmacology
,
Children’s Hospital of

Philadelphia, Philadelphia, Pennsylvania. Adapted

from a presentation to the Department of Pedi-

atrics at the Wilmington Medical Center, Wil-

mington, Delaware, and from a chapter he co-

authored with Dr. Raymond Galinsky in Clinical

Therapeutics, edited by David T. Lowenthal,

M.D., and David A. Major, M.D., and published

by Grime and Stratton, Inc.

Medical treatment of asthma began in 1903

with the discovery of epinephrine. Oral broncho-

dilators such as ephedrine appeared in 1925,

theophylline in 1938, and corticosteroids in 1948.

A better understanding of the pathophysiology

of bronchospasm now ushers in a new era of

therapy. Major advances in the treatment of

asthma include: the rational use of theophylline,

development of selective and potent beta-adren-

ergic drugs which act on the airways but spare

the cardiovascular system, development of syn-

thetic corticosteroids with marked topical but

minimal systemic effect, and introduction of to-

tally new compounds such as cromoglycate that

are prophylactic against antigen-induced broncho-

constriction.

It is now recognized that bronchospasm is a

result of interaction of the patient with his en-

vironment. Noxious environmental stimuli in-

clude infections, irritants, exercise, chemical medi-

ators, allergens, and emotional factors. Szenti-

vanyi developed the beta-adrenergic blockade

theory to explain how such diverse stimuli could

all be responsible for bronchospasm. His theo-

ry suggests that bronchospasm results from a

release of mediators such as histamine, sero-

tonin, acetylcholine, prostaglandins, the slow-re-

acting substance of anaphylaxis (SRS-A), several

kinins, and eosinophilic chemotactic factor

(ECF-A). All of these cause bronchoconstric-

tion with compensatory secretion of epinephrine.

In an individual with an intact autonomic nervous

system, cholinergic stimulation and alpha-adren-

ergic stimulation are reciprocally adjusted, and no

airway narrowing will occur. In the asthmatic

in whom beta-adrenergic receptors are defective,

bronchoconstriction occurs.

Evidence for beta-adrenergic blockage as the

pathogenic mechanism in asthma includes the

following:

1 ) Asthmatics show less elevation in blood

sugar, lactate, and pyruvate than do nor-

mals after beta-adrenergic stimulation.

2) Such stimulation produces less eosinopenia

in asthmatics than in normals.

3) Eosinopenia is blocked in normals by pro-

pranolol.

4) Cyclic AMP is lower in asthmatics, and

after beta-adrenergic stimulation, adenyl

cyclase activity is not lowered as much as

in normals.

Theophylline has enjoyed a renaissance in use

since its disposition and action have been better

understood. As a consequence toxicity has de-

creased. It may be given orally, rectally or intra-

venously. (The only intravenous formulation

available is aminophylline.) Its actions are prob-

ably mediated by inhibition of the enzyme phos-

phodiesterase, which breaks down cyclic AMP.
The resultant increase in intracellular cyclic AMP
produces increased smooth muscle relaxation and

prevents liberation of chemical mediators from

mast cells and basophils.

Theophylline is metabolized in the liver. Ra-

tional dosage requires measurement of blood

levels. Toxic symptoms occur at blood concen-

trations greater than 20 mg per liter; excretion is

prolonged in patients with compromised hepatic,

cardiac, or renal function. A loading dose of 6

mg/kg of aminophylline followed by infusion of
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0.9 to 1.0 mg/kg/hr is usually suitable. Sug-

gested oral doses are 3 to 5 mg/kg/dose, ad-

ministered every 6 hours, not qid. These dosage

recommendations are guides to therapy; each pa-

tient’s schedule must be individualized with con-

stant physician awareness of the narrow gap

between effectiveness and toxicity. In order to

avoid toxicity, blood concentrations should be

checked.

The concept of two adrenergic receptor sys-

tems was proposed by Ahlquist in 1948. In the

lung, alpha receptors are mainly associated with

excitatory functions such as bronchoconstriction;

they also induce intestinal relaxation. Beta-

adrenergic function is mainly inhibitory with re-

laxation of smooth muscle but also excites myo-

cardium. Various chemical alterations in the

basic beta-phenylethylamine structure result in

different specifications.

The bronchodilation from a 20 mg oral dose

of metaproterenol lasts about four hours; inhaled

dosage of 1.5 mg produces bronchodilation with

minimal if any side effects. Terbutaline has

twice the potency of metaproterenol on beta-2

receptors but minimal beta-1 activity. Another

related compound, Salbutamol, not yet available

in the US, is much more active than metapro-

terenol, nearly as effective as isoproterenol, and

longer lasting.

Isoproterenol has the drawbacks of short duration

of action and stimulation of beta receptors in the

heart as well as the lung.

Aerosol bronchodilators reduce airway resistance

and thus relieve dyspnea, but prolonged use can

lead to pulmonary vasodilation with decrease in

POl>. Their use should be reserved for patients

who are not apt to abuse them.

Beclomethasone diproprionate (Vanceril) is

indicated only for patients who require chronic

treatment with steroids for control of asthma.

Aerosol beclomethasone has the advantage that

steroid-dependent patients can be started on it,

and after several weeks their systemic steroid can

be tapered. It is ineffective in controlling an

acute asthmatic attack. Concomitant monilia in-

fection of the oral pharnyx is common but usually

mild.

Disodium cromoglycate is related to the smooth

muscle relaxant khellin, a botanical used in an-

cient times as a genitourinary and gastrointestinal

antispasmodic. Acting at the level of the mask

cell to prevent the release of histamine, it prevents

the response to allergic challenge. It is not a

bronchodilator and is thus of no value once an

asthmatic attack has begun. More than 50%
of children with severe perennial asthma can be

controlled without steroids by the use of cromo-

lyn to which tolerance does not seem to develop.
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'Matters
MYTH: Generic options al-

most always exist.

FACT: About 55 percent

ofprescription drug ex-

penditure is for single-

source drugs. This

means, ofcourse, that for

only 45 percent ofsuch

expenditure, is a generic

prescribing option avail-

able.

MYTH: Generic

prescriptions arefilled with

inexpensive generics, thus

saving consumer's large

sums ofmoney'.

FACT: Market data show
that you invariably

prescribe—and pharma-
cists dispense—both

brand and generically

labeled products from
known and trusted

sources, in the best inter-

est ofpatients. In most
cases the patient receives

a proven brand product.

Savings from voluntary 7

or mandated generic

prescribing are grossly

exaggerated.

MYTH: Drugs accountfor a

major portion ofthe rise in

health care costs.

FACT: Drugs represent a

very7 small part ofsuch

costs. The amount ofthe

health care dollar spent

for prescription drugs

was about 12 cents in

1967; today it is about

8 cents. And you as a

physician are most
conscious ofhow drug
therapy can cut hos-

pitalization, avert

surgery 7

,
reduce office

visits and keep patients

on thejob.

MYTH: Government intru-

sions into the marketplace

will save tax money'.

FACT: Government
schemes always cost the

taxpay er something, and
the costs often exceed the

benefits. Certainly, any
federal “help,” such as

lists of yy holesale drug
prices sent to all physi-

cians and pharmacists,

veill be no exception.Just

think ofthe expense of

keeping them current!

Moreover, wholesale

prices are poor guides to

actual transaction prices

and even w orse guides to

retail prices.

The PMA Position

We believe your freedom to

prescribe, either by generic

or brand name, should be

totally unabridged. Other-

wise, your prescribing pre-

rogatives and your relation-

ships with patients will be

seriously 7 impaired.

The maker does
matter

After the myths about price

and equivalency have been

shattered , one fact stands

out more clearly than ever:

The maker does matter. As
always

,
your best guide to

drug therapy for your pa-

tients is to select

products—both brands and

generics—from manufac-

turers with credentials and

performance records vou

have come to respect.

DMk
Pharmaceutical Manufacturers Association

1155 Fifteenth Street, N.W.

Washington, D.C. 20005
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DON’T BE AFRAID OF CATARACTS New visions of

better sight by an ophthalmologist who has per-

formed more than 3000 successful cataract re-

movals and more than 1000 lens implants by

Dennis L. Brooks, Lyle Stuart, Secaucus, New
Jersey, 1978. 123 pp. Price $8.95.

Amazing.

Remarkable.

Incredible.

These sum up my impressions of the book as

well as the author’s impressions of himself. Dr.

Brooks is an ophthalmologist in the Germantown

area of Philadelphia. He has generated a good

deal of publicity through a professionally coor-

dinated public relations effort. He has had ex-

tensive media coverage, and this appears to have

served his purpose well. At least one among us

has heeded the federal suggestions regarding ad-

vertising and its obvious benefits.

The book itself is a mixture of information,

misinformation, and propaganda. I do not un-

derstand, for example, how any responsible oph-

thalmologist can state, as Brooks does in this

book, that “it is just as safe to do cataract surgery

on a child as it is to do on an adult of any age.”

His propaganda and prejudices are as subtle as a

black eye. For example: “There is more than

one way to remove a cataract safely. One is by

conventional surgery, a procedure I have referred

to in this book as the old-fashioned method.”

Guess who does not remove cataracts by the old-

fashioned conventional method? (Brooks uses

an ultrasound device which crested in popularity

some time ago.)

Brooks even goes so far as to give a range of

surgical fees for cataract extraction ($750 to

$2500), which is inflated. I presume this puts

his own fee in a better perspective. He also points

out on the book jacket that his procedure has the

approval of the US Department of Health, Educa-

tion and Welfare.
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This book appears to be a self-serving adver-

tisement. Puffery at its best. Amazing. Re-

markable. Incredible.

Stephen H. Franklin, M.D.

«? %

FEMALE SEXUALITY FOLLOWING SPINAL CORD
INJURY by Elle Friedman Becker, Accent on Living,

Bloomington, Illinois, 1978. 273 pp. Price $10.95.

Spiral Bound.

After Elle Becker was made paraplegic by a

riding accident, her husband was “called in (to

the rehab hospital) to learn how to go up and

down curbs with a wheelchair, to irrigate the

bladder, to change catheters, etc. There was PT
and OT, but there wasn’t any ST (Sex Therapy).”

The Beckers found themselves forced to find

their own way to a satisfactory resumption of

their marital sexual relationship. This book by

Mrs. Becker should be of great help to other

paraplegic women and also to therapists of all

varieties who are trying to help them. And it

wouldn’t be a bad idea for all physicians given

the opportunity and thus the necessity of dealing

with their patients’ sexual lives to read a book as

frank and specific as this one.

“Patients want therapists who can talk about

it (ie, sex) just the same as they talk about what

you ate, how your digestion is, or whether you

had a bowel movement today.”

THE BODY IN QUESTION by Jonathan Miller, Ran-

dom House, New York, 1978. 352 pp. Illus. Price

$15.95.

Miller has given us a fascinating melange of

philosophy and biology, of function and micro-

scopy, written with unusual clarity and for the

most part stunningly illustrated (although there

are a few pictures which I am sure were included

only as space fillers).
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As Professor Henry Higgins insisted in My Fair

Lady, the English do know the best ways of

manipulating our mutual tongue, the English

language, in prose as well as conversation. Jona-

than Miller, native of England, graduate of an

English medical school, playwright, and humorist,

is here a serious essayist. He defines the heart

as the “creative mediator between blood and

breath” and the movements of a decerebrate dog

as “the actions of a derelict robot.” Of a decere-

brate man. Miller says, “His repertoire is reduced

to a few crudely generalized reflexes.”

This is a book to read, to give, to own. Above

all, with the recent increased emphasis on inform-

ing patients and the flood of fourth-grade level

material to do so, a book which is not pablum

and which admits complexity, is to be extolled

and recommended. The jacket describes this as

“a brilliant, original review of the development

of modern biology and modern medicine.” It is.

Bernadine Z. Paulshock, M.D.

SNIFF, SNIFF, AL-ER-GEE by Claude A. Frazier,

M.D., Johnny Reads, Inc., St. Petersburg, Florida,

'978. 36 pp. Price $2.65. Paperback.

In Sniff, Sniff, Al-er-gee, Dr. Frazier has pro-

duced a delightfully illustrated and written book

for children with allergies.

Its purpose is to ease the allergic child into the

whys and wherefores of his illness. The book

takes a young child with allergic symptoms

through the testing and treatment that are required

for children with allergic disease. It is done

gently and with beautiful illustrations.

I believe it does help in lowering the tear that

is the big bugaboo in not knowing what is ahead

during an allergic evaluation.

Dr. Frazier is a renowned authority on allergy,

and I certainly recommend this book to the young

patients who are having to undergo allergic

evaluation.

C. R. Donoho, Sr., M.D.

There is an alternative to

drugs in fighting the battle

against pain.

Many medical professionals

agree that drugs, with their

known side effects, are not

always the best weapon to

combat pain. There is an

alternative: Transcutaneous

Electrical Nerve Stimulation

(TENS). Helping to manage pain

electronically.

Stimtech is a leading

manufacturer of a full line of

TENS devices and accessories.

In addition to the STIMPULSE™
and STIMETTE™ Stimulators

shown here, The Doctor's Bag
carries the complete range of

Stimtech single and multiple

output channel TENS devices and
Stimtech accessories.

And The Doctor's Bag offers a

lease program for patients

requiring stimulators, with 1 00%
of the first month’s rental

applicable to the purchase price.

Call The Doctor’s Bag today and
get the full story on how TENS
therapy can help you and your

patients.

The Doctor’s Bag
1 320 Washington Street

Wilmington, DE 19801

(302) 654-9976

Caution: Federal Law (U S A.) restricts

this device to sale by, or on the order of, a

physician Warnings: For external use
only. TENS devices can affect the opera-
tion of cardiac pacemakers; not recom-
mended for use by patients with known
myocardial disease or arrhythmias, with-

out physician evaluation. Do not stimu-
late the eye area. Do not stimulate over
the carotid sinus nerves, laryngeal, or

pharyngeal muscles. Do not allow chil-

dren to operate TENS devices without
adequate adult supervision. Avoid abrupt
changes of stimulator controls while
operating dangerous machinery. Contra-
indications: Absolute contradindications

have not been established. Precautions:
Safety of stimulation has not been
established during pregnancy or delivery.

Exercise caution when stimulating facial

areas: Do not stimulate the eye area.

STIMTECH'’ Stimulators should only be
used with electrodes and accessories
provided by STIMTECH, INC. Use the
STIMTECH" Stimulator only for that pain
problem for which it is prescribed. Turn
the stimulator power off before removing
or applying electrodes. Side Effects:
Possible skin irritation beneath or around
electrode site. If skin irritation occurs,
consult your physician.
©Stimtech, Inc. 1978 Printed in U.S.A.
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AN ATLAS OF RADIOLOGICAL ANATOMY by

Jamie Weir, MBBS and Peter Abrahams, MBBS,

Year Book Medical Publishers, Inc., Chicago, 1978.

287 pp. Illus. Price $29.95.

This book is 287 pages long and consists of

sets of radiographs and matched negative line

drawings with anatomic labels. The radiographs

and drawings provided are certainly of satisfactory

to excellent quality. In their preface, the authors

state that the book is directed to radiologists as

well as medical students and radiographers.

The major criticism of the book is that for the

practicing radiologist the atlas is generally too

superficial. Finer points of anatomy are avoided

completely in a number of areas (the media-

stinum, for example). Presentation of vascular

anatomy of the visceral branches of the abdominal

aorta consists of single radiographs of each major

vessel (celiac, mesenteric arteries) and its

branches; while this represents a satisfactory in-

troduction, the lack of consideration of normal

variations in this anatomy limits the usefulness

of this approach. The section on computerized

tomography of the body consists of only three

transverse sections with a superficial treatment

of anatomy. No ultrasound anatomy is included.

These are only examples of the shortcomings of

the book; one could go on.

The major value of this book is that it con-

solidates radiographs showing larger and more

obvious anatomic features, and as such it is satis-

factory for the teaching of basic anatomy to medi-

cal students, radiologic technologists, and perhaps

beginning radiology residents.

John S. Wills, M.D.

%

NEPHROLOGY A Review of Clinical Nephrology,

edited by Marvin Forland, M.D., Medical Examina-

tion Publishing Company, Inc., New York, 1977.

457 pp. Price $14.00. Spiral Bound.

On first glance this resembles the many pocket-

size textbooks flooding the market today. This

spiral-bound text is surprisingly different, how-

ever. This is a comprehensive text on clinical

Quinamm
AVAILABLE ONLY ON PRESCRIPTION

Brief Summary

INDICATIONS: For the prevention and treat-

ment of nocturnal recumbency leg muscle
cramps, including those associated with

arthritis, diabetes, varicose veins, throm-

bophlebitis, arteriosclerosis, and static foot

deformities,

CONTRAINDICATIONS: Because of the

quinine content, Quinamm is contraindicated

in women of childbearing potential, in

pregnancy, in patients with known quinine

sensitivity, and in patients with glucose-

6-phosphate dehydrogenase deficiency.

Hemolysis (with the potential for hemolytic

anemia) has been associated with a G-6-PD
deficiency in patients taking quinine.

PRECAUTIONS: Thrombocytopenic pur-

pura may follow the administration of quinine

in highly sensitive patients. Recovery will fol-

low withdrawal of the medication.

Cinchona alkaloids, including quinine, have

the potential to depress the hepatic enzyme
system that synthesizes the vitamin Inde-

pendent factors. The resulting hypopro-

thrombmemic effect may enhance the action

of warfarin and other oral anticoagulants.

ADVERSE REACTIONS: Aminophylline

may produce intestinal cramps in some
instances, and quinine may produce symp-
toms of cinchomsm, such as tinnitus, dizzi-

ness, and gastrointestinal disturbance. If

ringing in the ears, deafness, skin rash, or

visual disturbances occur, the drug should

be discontinued.

DOSAGE AND ADMINISTRATION:
1 tablet upon retiring. When necessary,

1 additional tablet may be taken following the

evening meal.

Product Information as of September, 1977

U S. Patent 2,985,558

Merrell
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Cayey, Puerto Rico 00633
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nephrology complete with many renal biopsy

photographs of high quality and an extensive

bibliography. The book is very up-to-date and

emphasizes the pathophysiology of nephrology.

This book is easily understood and oriented

toward medical students, house officers, and most

internists. There are several excellent chapters

on renal function, the physiology and theory be-

hind the intravenous pyelogram, and glomerulo-

nephritis (including an understandable classifica-

tion system). There are no major weaknesses

discernible to this reviewer.

This low-cost text is recommended without

hesitation to all medical students, house officers,

and internists.

Howard Leibowitz, M.D.

Dr. Leibowitz is a senior medical resident at the Wilmington
Medical Center.

yt %

ADVANCES IN PEDIATRICS, Volume 24, edited by

Lewis A. Barness, Year Book Medical Publishers,

Inc., Chicago, 1977. 500 pp. Price $34.75.

This book caught my attention because of an

article on cerebrospinal fluid pressure monitoring

and its direct application to a child we had with

Reye’s syndrome. The article by Bruce, Berman,

and Schut of Children’s Hospital of Philadelphia

is excellent and useful.

A pleasant surprise was some of the other ar-

ticles. John Malone, who has coauthored sev-

eral recent papers on diabetes in the pediatric

population, has reviewed the “Newer Aspects of

Diabetes” concisely but is sure to provoke some
arguments. An up-to-date review of the man-
agement of the infant of a hepatitis B-positive

mother by Isenberg and an extensive review of

neonatal hepatitis by Watkins are also included,

as are practical articles on blood transfusion and

lead poisoning.

All in all, this book would be worth the pur-

chase price if several of the topics appeal to you,

but it might be useful actually to leaf through

the book first before buying, since it is expensive.

Del Med Jri., Oct 1979—Vol 51, No 10

CHILDHOOD DIABETES AND ITS MANAGEMENT
(Postgraduate Paediatrics Series, General Editor,

John Apley) by Oman Craig, F.R.C.P., Butter-

worths, Woburn, Massachusetts, 1977. 265 pp.

Price $19.95.

This book is by far the best medical book I

have read in several years and probably the only

medical text that I enjoyed more the second time

around.

Dr. Craig has written a monograph directed

toward the general pediatrician and family prac-

titioner that combines realistic advice for the

practitioner with up-to-date information on the

controversies of diabetology. He emphasizes the

contributions of the behavioral and communica-

tion fields in the total treatment of the diabetic

child. An example of this is “The doctor should

try to be considerate rather than kind, for kind-

ness may slip into condescension. Even if it

does not do so, there are times when he may

want to be rather firm and if he has seemed very

kind in the past, his sudden firmness may come

to the patient as a slap in the face, but being

considerate is consistent with being firm.”

This book is recommended despite the high

price, British insulin, and S.I. units.

William Funk, M.D.

Dr. Funk is a third-year resident in the Department of Family
Practice at the Wilmington Medical Center.
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1978 YEAR BOOK OF ANESTHESIA edited by

James E. Eckenhoff, M.D., Year Book Medical Pub-

lishers, Chicago, 1978. 352 pp. Price $21.05.

This volume is similar in size and format to

previous editions in this series. The 240 ab-

stracted articles dating from April 1976 to No-

vember 1977 are organized into 23 general areas.

Most articles are followed by editorial comment,

which attempts to give some perspective as to the

relevance or importance of the articles. Also,

many sections have a bibliography of recent,

relevant review articles.

The 1978 Year Book of Anesthesia is recom-

mended for nurse anesthetists, anesthesiology

residents, and practicing anesthesiologists who are
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interested in an edited, capsuled review of the

recent anesthesia-related literature.

Chris A. Kittle, M.D.

Dr. Kittle is a resident in anesthesiology at Stanford University
in California.
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CLINICAL ECHOCARDIOGRAPHY by Navin C.

Nanda, M.D., and Raymond Gramiak, M.D., The

C. V. Mosby Company, St. Louis, Missouri, 1978.

451 pp. Ulus. Price $39.50.

This is the second major introductory text of

echocardiography to surface in the recent past.

The book is geared towards educating those new

to the subject, both physicians and technicians.

Introductory chapters on the principles of ultra-

sound and the echocardiographic examination are

concise and well-illustrated. Detailed chapters

then follow on the structure of the valves in

health and in disease, as well as specific chapters

devoted to the left ventricle, pericardial effusion,

complex congenital malfunctions, and prosthetic

598

valves. Numerous tracings are provided and

well reproduced, 569 illustrations in all, making

this volume encyclopedic in nature as a refer-

ence and for pointed review.

Drs. Nanda and Gramiak have provided a valu-

able new work in this field with this new volume.

It is strongly recommended for all entering cardi-

ology and as a reference in the echo lab for those

both performing and interpreting the echocardio-

gram.

PRACTICAL ELECTROCARDIOGRAPHY, 6th ed., by

Henry J. L. Marriott, M.D., The Williams & Wilkins

Co., Baltimore, Maryland, 1 977. 333 pp. Illus.

Price $ 1 5.50.

This volume is now in its sixth edition, and it

retains a justified and major role in the education

of the medical student, the house officer, and nurs-

ing personnel. The format remains unchanged

from previous printings. Minor revisions are out-

lined by the author in the preface; for example,

the index allows more ready access to pointed

search, provided one reads the preface to realize

that only nouns are indexed.

The initial electrophysiology is reviewed, and

perhaps here a few extra words and diagrams

would aid in the discussion of the genesis of the

electrical impulse as revealed by the 12 electrodes.

Chapters then follow on the various blocks and

arrhythmias, as well as paced rhythms and infarc-

tion patterns.

Of particular note is the section on the differ-

entiation between aberrant supraventricular and

ventricular tachycardia. Here as in all the other

chapters the technical reproduction of pertinent

EKG’s is excellent. Tables also abound for

quickly refreshing one’s memory of “salient fea-

tures” of the rhythms and blocks frequently en-

countered in the middle of the night.

This new edition of a time-honored text is

recommended to students, nurses, and hospital

personnel caring for the acutely ill. Its price is

certainly beyond either their budgets or that of a

small ICU or CCU library where its benefits

could be most appreciated, however.

John A. Frazier, M.D.

Dr. Frazier recently completed a medical residency at the Wil-

mington Medical Center and is currently serving a cardiology

fellowship at Temple University in Philadelphia.
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MEDICINE: An Illustrated History by Albert S.

Lyons, M.D., and R. Joseph Petrucelli, II, M.D.,

Harry N. Abrams, Inc., New York, 1978. 616 pp.

lllus. Price $75.00.

This illustrated survey of the history of medi-

cine ranks in elegance with the most sumptuous

art book. Through this medium the romance of

medicine is accompanied by art masterpieces. It

is published by a firm that prints first-rate art

books and, although there are numerous books

on the market in the same price range and only

some are worth it, this one happens to be worth

a lot more than its asking price. This book would

be an asset to anyone’s library. Not only should

every doctor want to receive this book, he should

also want to give it.

This glossy heavyweight, which needs a table

for support, is not a summary of the history of

medicine as if it were a series of contributions by

physicians. Beneath the surface luster, this book

surveys the development of medicine as interre-

lated to philosophy, history, and social and politi-

cal states. The book is divided into eight sections

covering the scope of medical history from pre-

historic time through the 20th century. The

cultural breadth is extraordinary. The two

authors, both physicians from Mt. Sinai School

of Medicine, are experts in medical history, and

this work, thoroughly documented, represents a

monumental effort of scholarship and organiza-

tion.

The section on ancient China is particularly

superb as is the section on Greece and Rome but

as far as the authors’ justification for combining

art and science, nowhere is this relationship more

successfully illustrated than in the Renaissance

where the work strikes chords of brilliance—as

it does from time to time throughout its 616 pages

containing over a thousand illustrations.

After medieval artists’ portrayals of froglike

bodies containing mystical organs, we see the ef-

fects of a dozen years of dissection in Michel-

angelo’s stunningly accurate depiction of the

human form and Leonardo’s amazing anatomical

studies.

Even though the Dark Ages had no monopoly

on woeful ills with quackery abounding, it is a

wonder that so many of our ancestors survived

not only the diseases but also the lethal pro-

cedures with which they were countered. Much
data and art describe the Black Death or bubonic

plague of the 14th century. Although at that

time, we are told, nothing was known about the

mode of transmission of disease, a group of in-

vading Tartars unsuccessfully laying siege to the

city of Caffa, catapulted into the city corpses of

their soldiers who had died of the plague—thus

proving they knew a thing or two about con-

tagion.

The pages are alive with those great 18th and

19th century names for whom most of our syn-

dromes are named. Here they are in their frock

coats: Bright, Addison, Hodgkin, Cooper (all

products of the Edinburgh Medical School), Bell,

Paget, Parkinson, et cetera.

As we move into the 20th century, the remark-

able paintings give way to the art of photography.

The reshaping of American medical education

and the ascent of American influence take place.

There is an interesting picture taken in 1921

of two smiling young men in rolled-up shirt-

sleeves; they seem in high spirits. Their labora-

tory is behind them, and they have posed their

dog in front of them. Someone has asked Fred-

erick Banting and Charles Best to step outdoors

for a snapshot in the noon sun.

The only criticism of this book is that the last

few pages are detrimental. A perfunctory final

section summarizes the associated healing pro-

fessions. One might get the impression this is

all there is when actually copious data on these

related disciplines (dentistry in particular) have

already been skillfully interwoven throughout the

text.

Judy Cucuzzella

yt %

1978 YEAR BOOK OF NEUROLOGY AND NEURO-

SURGERY edited by Russell N. DeJong, M.D., and

Oscar Sugar, M.D., Year Book Medical Publishers,

Chicago, 1978. 468 pp. lllus. Price $23.95.

1979 YEAR BOOK OF NEUROLOGY AND NEURO-

SURGERY edited by Russell N. DeJong, M.D., and

Oscar Sugar, M.D., Year Book Medical Publishers,

Chicago, 1979. 472 pp. lllus. Price $24.95.
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These two volumes basically show the same

format as the previous ones. Being the result of

reviews of some 300-400 articles and monographs

in English and other languages, they offer the

reader a tremendous wealth of information.

A critique and comments on each article indi-

cate the depth of the editors’ knowledge in their

fields. Although some obvious interpretational

errata, such as “The cause of heart disease in

eight patients was cyanosis,” are observed, these

are most probably typographical errors, and do

not affect the reviewer’s idea about these books.

Chapters on multiple sclerosis, CT scans, and

heredodegenerative lesions as well as tumors are

especially well written.

An awareness and use of European literature

have added to the value of these volumes. The

books are of help and value to neurologists and

neurosurgeons and residents as well as neuro-

radiologists.

G. H. Pezeshkpour, M.D.

&

THE HAND BOOK by Stephen Ariyann, M.D., The

Williams and Wilkins Company, Baltimore, 1978.

298 pp. Illus. Price $9.95. Paperback.

The Hand Book is a good basic text on hand

surgery. It is a guide to medical students and

residents who wish to learn the fundamentals of

hand surgery. It certainly cannot be considered

the last word in hand surgery, but it does make

instructive reading.

Each page of print has facing it a page of illus-

tration relating to the text. The simple line draw-

ings utilized are excellent. Unfortunately, the

few photographs are in black and white and be-

cause of their minute size are difficult to com-

prehend. Each page of print is followed by two

blank pages for the purpose of writing notes, so

that it can become a very personalized book.

The chapters on Anatomy and Examination of

the Hand are particularly good. Some of the

chapters are very sketchy, but this is not the final

reference book. I do feel, however, that this

book should be highly recommended.

Errol Ger, M.D.
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I diethylpropion hydrochloride NF)

Tenuate Dospan
(diethylpropion hydrochloride NF) controlled-release

AVAILABLE ONLY ON PRESCRIPTION
Brief Summary
INDICATION Tenuate and Tenuate Dospan are indicated in the

management ol exogenous obesity as a short-term adiunct (a tew

weeks) in a regimen ol weight reduction based on caloric restriction

The limited usetulness of agents ot this class should be measured

against possible risk (actors inherent in their use such as those

described below

CONTRA INDICATIONS Advanced arteriosclerosis, hyperthyroidism,

known hypersensitivity, or idiosyncrasy to the sympathomimetic

amines, glaucoma Agitated states Patients with a history ot drug

abuse During or within 14 days following the administration ot mono-

amine oxidase inhibitors (hypertensive crises may result)

WARNINGS It tolerance develops, the recommended dose should

not be exceeded in an attempt to increase the effect rather the drug

should be discontinued Tenuate may impair the ability ot the patient

to engage in potentially hazardous activities such as operating

machinery or driving a motor vehicle Ihe patient should therefore be

cautioned accordingly Drug Dependence Tenuate has some chemi-

cal and pharmacologic similarities to the amphetamines and other

related stimulant drugs that have been extensively abused There

have been reports ot subiects becoming psychologically dependent

on diethylpropion The possibility ot abuse should be kept in mind

when evaluating the desirability of including a drug as part ot a weight

reduction program Abuse ot amphetamines ancf related drugs may

be associated with varying degrees ot psychologic dependence and

social dysfunction which in the case ot certain drugs, may be severe

There are reports ot patients who have increased the dosage to many

times that recommended Abrupt cessation following prolonged high

dosage administration results in extreme fatigue and mental depres-

sion. changes are also noted on the sleep EEG Manifestations of

chronic intoxication with anorectic drugs include severe dermatoses

marked insomnia irritability hyperactivity, and personality changes

The most seveie manifestation of chronic intoxications is psychosis,

often clinically indistinguishable from schizophrenia Use in

Pregnancy Although rat and human reproductive studies have not

indicated adverse effects the use of Tenuate by women who are

pregnant or may become pregnant requires that the potential benefits

be weighed against the potential risks Use in Children Tenuate is

not recommended tor use in children undei 12 years ot age

PRECAUTIONS Caution is 10 be exercised in prescribing Tenuate

lor patients with hypertension or with symptomatic cardiovascular

disease, including arrhythmias Tenuate should not be administered

to patients with severe hypertension Insulin requirements in diabetes

mellitus may be altered in association with the use ol Tenuate and

the concomitant dietary regimen Tenuate may decrease the hypo-

tensive ettect ot guanethidme The least amount feasible should be

prescribed or dispensed atone time in order to minimize the possibility

of overdosage Reports suggest that Tenuate may increase convul-

sions in some epileptics Therefore epileptics receiving Tenuate

should be carefully monitored Titration ot dose or discontinuance ot

Tenuate may be necessary

ADVERSE REACTIONS Cardiovascular Palpitation tachycardia

elevation ot blood pressure, precordial pain arrhythmia One pub-

lished report described T-wave changes in the ECG of a healthy young

male alter ingestion ot diethylpropion hydrochloride Central Nervous

System Overstimulation nervousness restlessness, dizziness |it-

termess, insomnia anxiety euphoria depression dysphoria, tremor,

dyskinesia, mydriasis, drowsiness malaise, headache rarely psy-

chotic episodes at recommended doses in a tew epileptics an

increase in convulsive episodes has been reported Gastrointestinal

Dryness of the mouth unpleasant taste, nausea, vomiting abdominal

discomtort, diarrhea constipation other gastrointestinal disturb-

ances Allergic Urticaria rash ecchymosis. erythema Endocrine

Impotence changes in libido, gynecomastia, menstrual upset Hema
topoietic System Bone marrow depression agranulocytosis, leuko-

penia Miscellaneous A variety ot miscellaneous adverse reactions

has been reported by physicians These include complaints such as

dyspnea, hair loss muscle pain, dysuria. increased sweating, and

polyuria

DOSAGE AND ADMINISTRATION Tenuate (diethylpropion hydro-

chloride) One 25 mg tablet three times daily, one hour before meals

and in midevening it desired to overcome night hunger Tenuate

Dospan (diethylpropion hydrochloride) controllecf release One 75mg
tablet daily swallowed whole in midmorning Tenuate is not recom-

mended tor use in children under 12 years of age

OVERDOSAGE Manifestations ol acute overdosage include rest-

lessness tremor, hyperretlexia rapid respiration confusion assault-

iveness hallucinations panic states Fatigue and depression usually

follow the central stimulation Cardiovascular effects include arrhyth-

mias hypertension or hypotension and circulatory collapse Gastro-

intestinal symptoms include nausea vomiting diarrhea and

abdominal cramps Overdose of pharmacologically similar com-

pounds has resulted in fatal poisoning usually terminating 'in con-

vulsions and coma Management ol acute- Tenuate intoxication is

largely symptomatic and includes lavage and sedation with a barbitu-

rate Experience with hemodialysis or peritoneal dialysis is inade-

quate to permit recommendation in this regard Intravenous

phentolamme iRegitine
-

has been suggested on pharmacologic

rounds tor possible acute, severe hypertension it this complicates

enuate overdosage
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Speakers on
“Ask the

Doctor”

Speakers for November 1979 on the Tuesday radio program (11: 05 a.m., WDEL),
produced by the Medical Society of Delaware are: November 6, Joseph B. Mc-

Manus, Jr., M.D., Childhood Nutrition; November 13, Elizabeth Craven, M.D.,

Lead Poisoning; November 20, Arthur W. Colbourn, M.D., Coronary Artery Dis-

ease; November 27, James T. Metzger, M.D., The Unfavorable Result in Plastic

Surgery.

Impaired DO YOU KNOW AN IMPAIRED PHYSICIAN? THE MEDICAL SOCIETY

Physicians OF DELAWARE CAN HELP. Call Calvin B. Hearne, M.D., Chairman of the

Program Impaired Physicians Program, at (302) 654-1001.

In the News The Delaware Chapter has been chosen as the Outstanding Small Chapter (under

160 members) of the American Academy of Pediatrics on the basis of its overall

activities. A similar award was accorded the Delaware Chapter seven years ago,

thus making Delaware the only small chapter so honored on two occasions. Charles

L. Miller, M.D., was the Chapter Chairman during the period being recognized.

The 1979 Citation for Health Achievement in Industry has been presented by the

American Occupational Medical Association to Bruce W . Karrh, M.D., Wilming-

ton, for directing ongoing studies of the epidemiology of illnesses among DuPont

employees and pensioners.

Jack Gelb, M.D., Wilmington, has been appointed to the Professional and Tech-

nical Advisory Committee of the Accreditation Program for Ambulatory Health

Care of the Joint Commission on Accreditation of Hospitals. He represents the

American Academy of Family Physicians on the Committee.

Free The following publications are available from the American Cancer Society at NO
Educational CHARGE; NUTRITION AND CANCER—a valuable resource to practicing

Materials physicians, nurses, nutritionists, dieticians, and other allied personnel; CARE OF
THE SIGMOID COLOSTOMY; LIVING WITH YOUR UROSTOMY; the an-

nual professional education publication, “CANCER STATISTICS, 1979;” STRA-
TEGIC WITHDRAWAL FROM CIGARETTE SMOKING—a practical guide to

both medical professionals and the general public; and an audio tape (two 60-

minute cassettes), “MEETING HIGHLIGHTS; AMERICAN CANCER SO-

CIETY NATIONAL CONFERENCE ON UROLOGIC CANCER— 1979.” For

further information, contact: The American Cancer Society, 1925 Lovering Ave-

nue, Wilmington, Delaware 19806. Telephone: (302) 654-6267.
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In Brief

The Great

American
Smokeout

Request for

Patients

Take a day off from smoking—November 15, 1979, THE GREAT AMERICAN
SMOKEOUT. On November 15 you can take the pledge! Quit smoking (or

help a friend quit) for one day. Hundreds of thousands of Americans will par-

ticipate. How about you? AMERICAN CANCER SOCIETY.

The cooperation of physicians is requested in the referral of patients with:

a) PRIMARY BILIARY CIRRHOSIS for inclusion in a therapeutic trial con-

ducted by the Section on Diseases of the Liver of the National Institute of Ar-

thritis, Metabolism, and Digestive Diseases at the Clinical Center, National Insti-

tutes of Health.

Symptomatic patients with clinical, serum biochemical, and hepatic histological

findings consistent with primary biliary cirrhosis will be considered for inclusion

in a controlled therapeutic trial which will last approximately two years. All

patients referred will have their medical status comprehensively evaluated and will

receive what is considered to be the best conventional treatment for their disease.

Each referring physician, viewed as an integral participant, will receive appropriate

information during and upon completion of the study. After initial evaluation

and entry into the trial, patients will be returned to the care of the referring phy-

sician.

Physicians interested in further details or in having their patients considered for

admission to the trial may contact: E. Anthony Jones, M.D., Section on Diseases

of the Liver, Building 10, Room 4D-52, National Institutes of Health, Bethesda,

Maryland 20205. Telephone: (301) 496-1721.

b) PURE RED CELL APLASIA AND SEVERE APLASTIC ANEMIA for a

controlled trial of plasmapheresis and immunosuppressive chemotherapy by the

National Heart, Lung, and Blood Institute, Clinical Hematology Branch, at the

Clinical Center, National Institutes of Health. Patients with pure red cell aplasia

who are transfusion dependent and refractory to therapy will be randomized to

receive either cyclophosphamide and prednisone or this chemotherapy in com-

bination with intensive plasmapheresis for one month.

Patients with severe aplastic anemia, defined by the presence of two of the fol-

lowing three criteria; reticulocytes less than 40,000/mm3
,

platelet counts less

than 20,000/mm 3
,
and white blood counts less than 500/mm3

,
in the presence

of aplasia or hypoplasia on bone marrow examination and who are not candidates

for bone marrow transplantation will be randomized to receive either plasma-

pheresis or lymphocytopheresis in combination with immunosuppressive therapy.

Newly diagnosed cases as well as patients who have failed on routine medical

treatment will be considered for treatment.

Physicians interested in further details or in having their patients considered for

admission may contact: Neal S. Young, M.D., National Heart, Lung, and Blood

Institute, Clinical Hematology Branch, Building 10, Room 7D-19, National In-

stitutes of Health, Bethesda, Maryland 20205. Telephone: (301) 496-1434.

c) MALIGNANCIES for studies being conducted by the National Cancer Insti-

tute, Pediatric Oncology Branch, at the Clinical Center, National Institutes of
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A New
Publication

American Society

of Law and
Medicine

R.O.Y. Warren
Seminar

24th Annual
Clinical Conference

Health, Bethesda, Maryland. Patients with acute leukemia, neuroblastoma,

rhabdomyosarcoma, Ewing’s sarcoma, osteogenic sarcoma, and non-Hodgkin’s

malignant lymphoma (especially Burkitt’s lymphoma) are eligible for these studies.

Patients selected for the program will generally have received no previous definitive

therapy. Clinical trials involve evaluation of new combinations of chemotherapy,

immunotherapy, radiotherapy, and surgery. All patients accepted for admission

to this Branch may also be enrolled in studies of optimal supportive care techniques

(eg, autologous bone marrow infusion, platelet and granulocyte transfusion, and

laminar air flow protective isolation). Patients may be admitted with any stage

of their disease, except in the case of neuroblastoma studies which are restricted

to Stages III and IV. There will be no cost to the patient for evaluation, treat-

ment, travel (except for the first admission), hospitalization, or ambulatory care

related to these clinical trials. Physicians interested in further details or in having

their patients considered for admission may contact: Attending Physician, Pedi-

atric Oncology Branch, NCI, Building 10, Room 3B-12, National Institutes of

Health, Bethesda, Maryland 20205. Telephone: (301) 496-4256.

HEW’s National Institute of Mental Health has published SERIES D-5, MENTAL
DISORDER AND PRIMARY MEDICAL CARE: AN ANALYTICAL RE-

VIEW OF THE LITERATURE. Prepared by Janet Hankin, Ph.D., and Julianne

S. Oktay, Ph.D., both of The Johns Hopkins University in Baltimore, the volume

represents a review of all English language books and articles published between

1959 and 1975 that deal with psychiatric illness in general practice. It may be

purchased for $5.50 per copy from the Superintendent of Documents, U.S. Gov-

ernment Printing Office, Washington, D.C. 20402. Please order by title and GPO
Stock No. 017-024-00919-9.

CLINICAL NOTICES AND MEETINGS

LEGAL AND ETHICAL ASPECTS OF TREATMENT FOR THE CRITICALLY
AND TERMINALLY ILL PATIENT will be held November 2 at the Detroit Plaza

Hotel, Renaissance Center, Detroit, Michigan. It is being sponsored by the American
Society of Law and Medicine and multiple Michigan associations including the

Michigan State Medical Society. The conference is open to physicians, nurses, health

care executives, ethicists, and attorneys interested in health law. The Michigan State

Medical Society certifies that this continuing medical education activity meets the

criteria for 6 credit hours in Category I of the Physician’s Recognition Award of the

American Medical Association. For further information, contact: A. Edward Doudera,

f.D., Executive Director, American Society of Law and Medicine, 520 Commonwealth
Avenue, Boston, Massachusetts 02215. Telephone: (617) 262-4990.

A POSTGRADUATE PEDIATRIC COURSE “UPDATE 79” will be held at the

Delaware Academy of Medicine on November 9. This all-day meeting is the eleventh

annual seminar sponsored by the Dr. Robert O. Y. Warren Memorial Committee. Six

credit hours are available toward the AMA’s Physician’s Recognition Award. For

registration information contact the Delaware Academy of Medicine, 1925 Lovering

Avenue, Wilmington, Delaware 19806. Telephone: (302) 656-1629.

The 24th Annual Clinical Conference, STATUS OF THE CURABILITY OF CHILD-
HOOD CANCERS, will be held November 8-9 at the Shamrock Hilton Hotel, Hous-
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ton, Texas. It is being presented by The University of Texas System Cancer Center

and the M. D. Anderson Hospital and Tumor Institute. It meets the criteria for 16

credit hours in Category I of the Physician’s Recognition Award of the American
Medical Association. For further information, contact: Steve Stuyck, The University

of Texas System Cancer Center, M. D. Anderson Hospital and Tumor Institute, Texas

Medical Center, Houston, Texas 77030. Telephone: (713) 792,-3030.

American Cancer An open forum entitled, “ENVIRONMENTAULY INDUCED CANCER: SEPARAT-
Society ING TRUTH FROM MYTH,” will be held November 26. It is being co-sponsored

by The American Cancer Society, the Delaware Cancer Network, and the Department

of Family Practice. It is open to the public and professionals from 9:00 a.m. to 11:00

a.m. at the Delaware Academy of Medicine, 1925 Lovering Avenue, Wilmington, and

open to all professionals from 12:00 noon to 1:00 p.m. at the Memorial Division,

Wilmington Medical Center, Nurses’ Auditorium. For further information, contact:

The American Cancer Society, 1925 Lovering Avenue, Wilmington, Delaware 19806.

Telephone: (302) 654-6267.

Review Course in An INTENSIVE REVIEW COURSE IN FAMILY PRACTICE is being offered by the

Family Practice College of Medicine, Department of Family Medicine, University of South Florida and

Florida Academy of Family Physicians, November 26-30 at Stone’s TraveLodge at

USF, 2501 East Fowler Avenue, Tampa, Florida. The course has been approved for

32 AAFP prescribed hours. For further information, contact: Department of Family

Medicine, University of South Florida Medical Center, 12901 North 30th Street, Tampa,
Florida 33612.

PROFESSIONA

2055 LIMESTONE ROAD, WILMINGTON, DELAWARE 19808

Medical Suites from 480 to 1 ,800+ square feet

Located in a suburban setting with easy access from Wilmington and Newark

X-ray and pathology labs on premise

For more information call Mr. McCorkle, 652-3016
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ACP Courses The following course is being presented by the American College of Physicians.

For additional information, contact: American College of Physicians, 4200 Pine Street,

Philadelphia, Pennsylvania 19104. Telephone: (215) 243-1200.

A REVIEW COURSE FOR THE AMERICAN COLLEGE OF PHYSICIANS’ MEDI-
CAL KNOWLEDGE SELF-ASSESSMENT PROGRAM V (MKSAP V) December
3-4 at the Medical Science Building, Room B-556, CMDNJ, New Jersey Medical School,

Newark, New Jersey; or December 6-7 at the Sir William Osier Auditorium, Montreal

General Hospital, Montreal, Quebec.

American College

of Allergists

THE 36th ANNUAL CONGRESS OF THE AMERICAN COLLEGE OF ALLER-
GISTS will be held January 19-23, 1980 at the Americana Hotel, Bal Harbour, Miami
Beach, Florida. Credit for Category I. Continuing Medical Education, for the AMA
Physician’s Recognition Award will be granted on an hour-for-hour basis. For further

information, contact: Frances P. White, Executive Secretary and Treasurer, American

College of Allergists, 2141 Fourteenth Street, Boulder, Colorado 80302. Telephone:

(303) 447-8111.

New Orleans

Graduate Medical

Assembly

THE 43rd ANNUAL NEW ORLEANS GRADUATE MEDICAL ASSEMBLY will

be held February 27-March 2, 1980 at the Fairmont Hotel, New Orleans. For further

information, contact: The New Orleans Graduate Medical Assembly, Rm. 1538 Tulane

Medical Center, 1430 Tulane Avenue, New Orleans, Louisiana 70112. Telephone:

(504) 525-9930.

High Blood

Pressure Control

THE NATIONAL CONFERENCE ON HIGH BLOOD PRESSURE CONTROL will

be held March 23-25, 1980 at the Shamrock Hilton, Houston, Texas. For further in-

formation, contact: Conference Headquarters, National Conference on High Blood

Pressure Control, 1501 Wilson Boulevard, Suite 600, Arlington, Virginia 22209. Tele-

phone: (703) 527-4500.

Pediatric Course The Department of Pediatrics of The Johns Hopkins University School of Medicine

announces a course entitled “PEDIATRIC TRENDS,” an annual six-day postgraduate

conference on recent developments of relevance to practitioners working with children

and adolescents. This course has been approved for 45 hours of Category I accredi-

tation. The course will be held at The Johns Hopkins Medical Institutions from
March 24-29, 1980. For additional information, contact: Edward M. Sills, M.D., The
Johns Hopkins Hospital, Baltimore, Maryland 21205.

Rural Health THE 33rd NATIONAL CONFERENCE ON RURAL HEALTH will be held April

17-18, 1980 at the Sheraton Boston in Boston, Massachusetts. Seven continuing medi-

cal education courses placing particular emphasis on the needs of the rural practitioner

will be offered. The CME courses meet the criteria for Category I accreditation on
an hour-for-hour basis for the Physician’s Recognition Award of the AMA. For further

information, contact: the Department of Community Health Systems, American Medi-
cal Association, 535 North Dearborn Street, Chicago, Illinois 60610.

National

Conference

—

American Cancer
Society

The National Conference of the American Cancer Society entitled, CANCER PRE-
VENTION AND DETECTION, will be held April 17-19, 1980 at the Palmer House,
Chicago, Illinois. There is no registration fee. This continuing medical education

activity meets the criteria for 14J4 hours in Category I of the AMA Physician’s Recog-
nition Award. It is also acceptable for 14J4 prescribed hours by the American
Academy of Family Physicians. For further information, contact: Nicholas G. Bot-

tiglieri, M.D., American Cancer Society, National Conference, Cancer Prevention and
Detection, 777 Third Avenue, New York, New York 10017.
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International THE 20th INTERNATIONAL CONFERENCE ON LEGAL MEDICINE sponsored

Conference— by the American College of Legal Medicine will be held May 14-17, 1980 at the

Legal Medicine Houston Oaks Hotel, Houston, Texas. The program will be open to all physicians,

lawyers, scientists, paramedical personnel, and other interested people. For further

information, contact-. Marshall B. Segal, M.D., J.D., FCLM, Program Coordinator,

American College of Legal Medicine, 1340 North Astor Street, Suite 2608, Chicago,

Illinois 60610. Telephone: (312) 642-1082.

Venereal Disease THE FIFTH INTERNATIONAL CONFERENCE ON VENEREAL DISEASE,
Family Planning FAMILY PLANNING AND HUMAN SEXUALITY will be held in Honolulu, Hawaii,

Human Sexuality June 24-July 1, 1980. There is a call for papers with the theme, “PLANNING FOR
THE FUTURE.” Abstracts must be received no later than November 30, 1979. The
conference is being sponsored by the American V.D. Association, Planned Parent-

hood-World Population, Pharmacist’s Planning Service, and Research Associates. It

has been accredited for 25 cognates by the American College of Obstetricians and

Gynecologists, 16 elective hours by the American Academy of Family Physicians, and

up to 19 hours of credit in Category I for the Physician’s Recognition Award of the

American Medical Association. For further information, contact: Westwind Travel,

Inc., 2270 Kalakaua Avenue, Suite 1101; Honolulu, Hawaii, 96815. Telephone: (808)

922-1688.

UNIFORMS, INC.
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PAYS DIVIDENDS.
For the last seven years, /Etna Life &

Casualty has been providing professional

liability coverage to Delaware physicians.

The MSD has sponsored this valuable

program from its start—with important

benefits to members.
Due to improving results over the last

three years, .Etna has now been able to

declare a substantial cash dividend to

MSD members for 1978.

There’s a lot more good news coming
up for 1979. For instance, the 5% partner-

ship and corporation surcharge has been
dropped and so has the 25% surcharge for

employed physicians. Ask about the new
flexibility available, too.

Perhaps the biggest “dividend” of all

is that /Etna is able to back your policy

—

even in crisis years. To find out about your

many program improvements, contact

your local Etna agent.

LIFE& CASUALTY

The /Etna Casualty and Surety Company
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FROM THE DELAWARE CANCER NETWORK*

HIGHLIGHTS OF THE NATIONAL BREAST CANCER CONFERENCE

Tae Sup Song, M.D.

The Second National Conference on Breast

Cancer— 1979, attended by more than 2,000 phy-

sicians, was held at the Waldorf-Astoria in New
York on September 6 through 8. This compre-

hensive symposium, conducted by more than 40

foremost experts, included epidemiology, path-

ology, detection, diagnosis, aspiration biopsy, the

management of clinically early breast cancer, the

patient’s role in decision-making, informed con-

sent and legality, reconstructive surgery, readap-

tation, and the management of locally advanced

and disseminated breast cancer.

Dr. Edward F. Lewis of Johns Hopkins Hos-

pital, the keynote speaker, remarked on the

“changing concepts” in breast cancer manage-

ment since 1969 when the first similar symposium

was held. Ten years ago the concern was with

the quantity of life; today the concern is with

the quality of life.

Several specific “changing concepts” were re-

viewed :

1. The benefits of mammography (In the on-

going screening program, 45% of new pa-

tients were found by this exam alone.)

2. The recognition and treatment of minimal or

subclinical breast cancer such as lobular

carcinoma in situ

3. The trend toward more conservative breast

surgery such as modified mastectomy or

Dr. Song is the Cancer Coordinator at St. Francis Hospital,
Wilmington, Delaware.

’An NCI-supported agency located at 1200 Jefferson
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partial mastectomy plus primary radiation

therapy

4. The notable results of adjuvant combined

chemotherapy with improved local and sys-

temic control of micrometastases and dis-

seminated disease

5. The importance of hormone receptors in

predicting response to endocrine therapy

and as an index of prognosis

6. The new operative techniques of breast re-

construction and programs for rehabilita-

tion after mastectomy

7. The oncology team concept of breast can-

cer: surgery complemented by radiotherapy,

hormone therapy, chemotherapy, and im-

munotherapy.

Some highlights of the discussions follow.

The incidence of breast cancer is now 106,900

annually compared to 90,000 in 1969 and the

mortality, 34,600 compared to 33,000.

Hormones are probably not inducers but are

promoters of tumors already induced by unknown
agents or established carcinogens. Continuous

estrogen stimulation unopposed by progesterone

is thought to be more harmful than estrogen per

se. It is fascinating to speculate that there are

different endocrine causes for premenopausal and

late postmenopausal breast cancers (Dr. Stanley

G. Koreman, UCLA).

Street, Wilmington, Delaware 19801. Tel. (302) 428-2113.
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Cancer Communique

If dietary factors are related to breast can-

cer, then it is a man-made disease that could be

man-prevented. Epidemiological and animal stud-

ies strongly suggest that the dietary fat plays a

crucial role. High fat diets cause a rise in serum

prolactin; breast cancer incidence is higher among

women who eat a high, unsaturated fat diet. The

healthy, prudent diet is low in fat (20%), cho-

lesterol, and salt (Dr. Ernest L. Wynder, Ameri-

can Health Foundation).

Tumor necrosis and histologic grade (poorly

differentiated grade 3) are important, practical,

easily measured pathologic discriminants for prog-

nosis and the design of treatment schemes for

patients without axillary node metastases (Dr. E.

Fisher, University of Pittsburgh).

Mammography is an extremely accurate, low-

risk procedure which is capable of significantly

altering the natural history of breast cancer (Dr.

Gerald D. Dodd, M. D. Anderson Hospital,

Texas). There are many advantages to the com-

puted tomographic breast scanner using iodine

contrast medium. This appears to be a signifi-

cantly improved new method of breast cancer

diagnosis (Dr. C. H. Joseph Chang, University

of Kansas).

Radical mastectomy of the Halsted type is still

the best approach for preventing recurrence and

for survival, based on 20-year follow-up studies

(Dr. Jerome Urban). The Halsted operation was

the first done 80 years ago, and two of Dr. Hal-

sted’s early patients were inoperable cases ac-

cording to our current criteria. Alternative ap-

proaches such as total mastectomy with or with-

out radiation or segmental mastectomy with radi-

ation therapy can be recommended to the patients

with Stage I or Stage 2 disease because they yield

similar survival, based on randomized prospective

studies. The present screening program detects

smaller than one centimeter tumors in more than

twenty-five percent of women. A new concept

of breast cancer considers its mode of spread

hematogenous, so that it is a systemic disease.

Medical adrenalectomy (combination medica-

tion with aminoglutethimide and hydrocortisone)

is equivalent to surgical adrenalectomy. It is

quite conceivable now that surgical adrenalectomy

will be replaced by medication in the near future.
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ROBERT B. FLINN, M.D.

President, Medical Society of Delaware, 1979-1980
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THE CHALLENGES

In recent years, medicine has been besieged by

challenges from all sides: national health insur-

ance; PSRO; quality control; physician’s assist-

ants; soaring medical costs; double digit inflation;

rising medical fees; the introduction of consumer-

ism into health planning; consumer demand for

more coverage for fewer dollars; and union de-

mands for first dollar benefits and 100% con-

tracts. Each new challenge creates a new pres-

sure and a new politics, each causing a series of

reactions and counter-challenges, so that no longer

can any one issue be solved on its own merit,

but rather as a piece of a giant puzzle. Costs

are no longer paid by the consumer, but by a third

party as a fringe benefit, and demand for services

is related to future benefits.

Strangely enough, few if any of the above prob-

lems have been solved in recent years. Each

continues to evolve in a manner that has been

difficult to predict and even more impossible to

control.

During the next year as your President, I will

have an opportunity to review some of these

areas in depth, and I will attempt to report to

you the state of the art as I see it, and I will try

to review those elements which can be brought

to bear to influence a direction that we as a medi-

cal society may choose in an effort to govern our

own future.

I will attempt to address those problems where

we can have some impact, and I will spend as little

energy as possible on topics beyond our control.

My foremost interest will be in addressing local

issues and in solving local problems. I am con-

cerned about improving the quality of life for our

increasingly aging population. It is my hope that

we as a Society can take a positive look at the

aged. Hopefully in utilizing this approach with

your help and with the help of the Board of Trus-

tees, we will have a successful though challenging

year.

I will have the Society’s Medical Economics

Committee look into the feasibility of brokering

our own insurance programs which would have

the dual benefits of lowered premiums for mem-
bers and increased income for the Society.

I plan to spend considerable time trying to de-

lineate those factors that influence the physicians’

image. I am convinced that others deal with the

medical profession depending on how we are per-

ceived by them. The image of the profession and

its actions are inevitably related, although often

not the same, and the public’s perception is a

composite of the two. I, as your President, shall

attempt to enhance the image and act on your

behalf with as much wisdom as I possess.

Del Med Jrl, Nov 1979—Vol 51, No 11 619



Just a Reminder...
What Blue Cross and Blue Shield of Delaware does not cover.

Blue Cross and Blue Shield benefits are comprehensive—
but there are limits. Why? With restrictions, health benefits are

expensive. Without limits, they'd be unaffordable.

And, all of us have an interest in keeping health benefits

affordable.

What is not covered? Limits are spelled out in virtually all

Blue Cross and Blue Shield benefits books and contracts. But—
just as a reminder— we'll be using this space incoming months
to discuss procedures and services which are not covered.

This month: Cosmetic Surgery, All services rendered in

connection with elective surgery are excluded from coverage.

Some examples:
• Face lifts for aging skin.

• Removal of excess skin anywhere on the body due to

weight loss.

• Rhinoplasty.

In coming months we'll discuss other Blue Shield coverage

limitations.

"Sorry, Blue Cross and Blue Shield

of Delaware doesn't cover that

service.
”

Hearing those words can be an

unpieasant, expensive surprise. That's

why we’d like your help in reminding

patients with Blue Cross and Blue ShieJd

benefits what services are not covered.

Blue Cross
Blue Shield
of Delaware

We’re working hard to control health care costs. ..so help us.
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RECENT PROGRESS IN THE TREATMENT OF THE

CIRRHOTIC PATIENT WHO HAS HEMORRHAGED

FROM ESOPHAGOGASTRIC VARICES

Frederick A. Reichle, M.D.

Although hepatic cirrhosis with portal hyper-

tension is caused by parasites, eg, schistosomiasis,

in more than 90% of patients as a world-wide

problem, quite the reverse is true in America. In

the US, 90% of gastrointestinal hemorrhage due

to portal hypertension is related to alcoholic he-

patic cirrhosis, and Laennec’s (alcoholic) hepatic

cirrhosis is an increasingly common cause of death

particularly in middle-aged or younger males,

currently being the fourth leading cause of death

in males aged 54-65 years in the USA.

The patient who has hemorrhaged from esopha-

geal or gastric varices because of portal hyperten-

sion and hepatic cirrhosis represents an exceed-

ingly difficult medical and surgical problem. The

hemorrhage is usually massive, and liver function

is frequently greatly impaired, at times resulting

in hypoalbuminemia, which may affect the func-

tion of any organ system.

Coagulation capabilities of patients with alco-

holic hepatic cirrhosis may also be impaired; co-

agulopathy is frequently present. The prothrom-

bin time may be prolonged; platelet counts may be

Dr. Reichle is Professor of Surgery and Chief, Peripheral Vas-
cular Surgery, in the Department of Surgery at Temple University
Hospital in Philadelphia, Pennsylvania.

subnormal because of associated hypersplenism.

Despite these hematologic problems, these pa-

tients require operative portal decompression, a

major surgical procedure which may be difficult

and has been associated with a high mortality.

Improvements in the surgical management of

patients who are hemorrhaging from esophageal

varices and portal hypertension have fortunately

provided better techniques to control bleeding

and lessen post-operative liver failure.

Recent Developments in the Management of the

Patient Hemorrhaging from Esophagogastric

Varices

Several prospective studies regarding the long-

term results of portacaval shunt for operative de-

compression of portal hypertension in patients

who have hemorrhaged have now been reported.

The results of portacaval shunt are now primarily

of historical interest, however, because, concur-

rent with the availability of final results of long-

term studies, improved techniques for operative

decompression of portal hypertension have be-

come available. These newer procedures, de-

veloped and intensely studied within the past sev-

eral years, render the end-to-side portacaval shunt

Del Med Jrl, Nov 1979—Vol 51, No 11 621



Recent Progress in the Treatment of the Cirrhotic Patient—Reichle

obsolete as operative therapy for patients who
have hemorrhaged from portal hypertension.

Which Patients Should Undergo Operative

Portal Decompression?

Patients who have hemorrhaged and in whom
stigmata of portal hypertension with hepatic cir-

rhosis are present should have careful assessment

of the source of bleeding. Documentation that the

gastrointestinal hemorrhage originates in the up-

per gastrointestinal tract usually includes aspira-

tion of the stomach per nasogastric tube, and

demonstration of the source of hemorrhage by

endoscopy and frequently also by upper gastro-

intestinal roetgenographic studies. Depending on

the rate of hemorrhage, mesenteric arterial cathe-

terization and arteriography may be specific in

demonstrating the site of hemorrhage if it is other

than variceal hemorrhage, ie, arterial. If hemor-

rhage has stopped, the unequivocal demonstration

of esophageal or gastric varices without any other

associated gastric or duodenal pathology on endo-

scopy implicates the hypertensive submucosal

esophagogastric varices as the source of the pre-

vious hemorrhage.

Patients who are known to have bled from

esophagogastric varices should undergo operative

portal venous decompression to prevent further

hemorrhage. The rationale for portasystemic

shunt is the fact that most (at least 65%) pa-

tients who have hemorrhaged from esophagogas-

tric varices will rehemorrhage within one to two

years of the initial bleed. High mortality is as-

sociated with the characteristically sudden and

massive blood loss usually encountered with portal

hypertension. Furthermore, 65-75% of patients

who rehemorrhage die from their second hemor-

rhage. Elective portal decompression carries

only one-tenth of the mortality of emergency

operation, so when hemorrhage from esophago-

gastric varices has been documented, efforts

should initially be directed at control of the

hemorrhage while planning for subsequent elec-

tive portasystemic shunt.

In patients actively hemorrhaging from esopha-

gogastric varices, temporary, non-operative con-

trol of hemorrhage is first attempted. The most

effective method is balloon tamponade of the

esophagogastric mucosal venous plexus. Pituitary

extract (vasopressin) administration has been less

622

effective, but may be a helpful adjunct. Once
hemorrhage has been controlled, elective portal

reconstruction should be specifically outlined to

the patient. All concerned must understand the

great potential for rehemorrhage, particularly as

the patient may be entirely asymptomatic once his

hemorrhage is controlled. There is a natural in-

clination for the patient to decline future surgical

care because pain is not present.

Improved Operative Techniques to Relieve Portal

Hypertension in Patients Who Have Hemorrhaged

from Esophagogastric Varices

Two improved operations for portal venous

decompression have recently become available.

Dr. D. W. Warren of Emory University has de-

veloped the distal splenorenal (Warren) shunt.

Another technique was intensely studied and pop-

ularized by the late Dr. Theodore Drapanas of

Tulane University School of Medicine (H-Graft,

mesocaval, or Drapanas shunt). Both of these

new methods for the operative decompression of

portal hypertension provide improved long-term

survival with a decreased incidence of liver failure

as compared to standard end-to-side portacaval

shunts.

Indications for Portal Venous Reconstruction

in Patients with Portal Hypertension

Portasystemic shunts may be done under condi-

tions of varying urgency. Emergency portasys-

temic shunt is one which is performed on a pa-

tient who is actively bleeding from esophagogas-

tric varices. An elective, therapeutic portasys-

temic shunt is operative decompression of esopha-

gogastric varices performed in patients who have

hemorrhaged and in whom hemorrhage has been

temporarily controlled. Prophylactic portasys-

temic shunts are portasystemic shunts performed

on patients with known hepatic cirrhosis and

known portal hypertension who have not yet

hemorrhaged from their esophagogastric varices.

The current surgical management of portal hyper-

tension is directed at patients requiring elective

therapeutic or emergency portasystemic shunts.

Prophylactic portasystemic shunts are for the most

part no longer recommended.

How to Predict Survival after Portasystemic Shunt

The best chance for prolonged survival lies in

Del Med Jrl, Nov 1979
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Recent Progress in the Treatment of the Cirrhotic Patient—Reichle

initial control of hemorrhage and subsequent por-

tal decompression by distal splenorenal or meso-

caval portal reconstruction. A number of factors

enter into the survival of patients with cirrhosis

who require operations. Of greatest importance

seem to be the standard, time-honored classic

parameters which determine cirrhotic classifica-

tion (Child’s). These include the presence or

absence of muscle wasting, encephalopathy, or

ascites, and the preoperative serum bilirubin and

serum albumin levels.

Long-Term Results of Portacaval Shunts

(Historical Value)

Portasystemic shunts do effectively prevent

hemorrhage from portal hypertension, but al-

though hemorrhage is controlled, some patients

develop post-shunt hepatic failure or post-shunt

encephalopathy after either end-to-side or side-

to-side portacaval shunt. Randomized studies of

patients receiving portacaval shunts indicate that

prolonged patient survival is achieved by elective

therapeutic end-to-side portacaval shunt. 1
’
2 A

study of a controlled trial of patients undergoing

end-to-side portacaval shunt in cirrhotics with

better than average liver function (Child’s Class

A) resulted in a significantly higher survival at

five years than the non-operated control group.

All studies, however, indicate a higher incidence

of encephalopathy in patients following end-to-

side portacaval shunt than in non-operated cir-

rhotic patients who have not had major portal

venous diversion from the liver.3

Selective Distal Splenorenal (Warren) Shunt

Within the past decade, W. D. Warren of

Emory University developed a selective shunt de-

signed to prevent recurrent hemorrhage in patients

with portal hypertension and hepatic cirrhosis.

Dr. Warren’s shunt embodies the obvious theo-

retical advantage of selectively decreasing portal

pressure in the esophagogastric submucosal plexus

and concomitantly maintaining portal pressure and

flow in the portion of the portal tree going to the

liver. 4 (Figure 1) Approximately ten years’ ex-

perience has accumulated with the selective distal

splenorenal shunt in patients with portal hyper-

tension who have hemorrhaged from esophagogas-

tric varices. All the theoretical advantages of

selective distal splenorenal shunt, eg, preservation

of portal blood flow to the liver, superior am-

monia tolerance, have been realized in both hemo-

FIGURE 1

Selective distal splenorenal shunt

(Warren Shunt). In this oper-

ation, the esophagogastric plex-

us is decompressed via the short

gastric veins, through the bed of

the spleen, through the splenic

vein, and through the end-to-side

anastomosis of the splenic vein

into the renal vein. Interruption

of the gastroepiploic circulation

around the lesser and greater cur-

vature of the stomach and then

ligation of the coronary vein ef-

fectively segregate the decom-

pressed segment of the portal cir-

culation (left side) from the non-

decompressed portal circulation

(right side). Portal venous inflow

into the liver is maintained.

Figure by C. Dormer from Warren, W.D.,
Galambos, J T., “Distal Splenorenal Shunt
for Portal Hypertension,” Hospital Practice,
Vol. 8, No. 9. Reproduced with permission.
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Recent Progress in the Treatment of the Cirrhotic Patient—Reichle

dynamic and metabolic follow-up. Patency rate,

proven by angiography, is 95%. 4

The selective distal splenorenal shunt provides

effective decompression of the esophagogastric

area by diversion of the splenic vein into the renal

bed. This in turn decompresses the esophagogas-

tric mucosal plexus via the short gastric veins, and

concomitantly the entire mesenteric venous drain-

age is segregated away from the area of decom-

pression. Therefore, the liver still enjoys per-

fusion of the total mesenteric venous efflux, and

regional portal hypertension at the porta hepatis

and portal vein blood flow into the liver are main-

tained. The metabolic advantage of distal spleno-

renal shunt is believed to reside in this selective

diversion of esophagogastric flow with mainten-

ance of portal venous inflow to the liver. Thus,

the liver still functions with most of its preopera-

tive venous blood supply, thereby maximally pre-

serving preoperative hemodynamic relationships;

it is the selectivity of this shunt which provides the

metabolic advantages described below.

The great advantage of selective distal spleno-

renal shunt in patients who have hemorrhaged

from portal hypertension lies in the preservation

of the liver function. Follow-up of increasing

numbers of patients shows decreased incidence of

liver failure. Post-shunt encephalopathy is also

much less than after standard end-to-side porta-

caval or side-to-side portacaval shunts. 5 This is

of particular importance inasmuch as the leading

cause of death and morbidity following portasys-

temic shunt had previously been liver failure. The

capability of avoiding post-shunt hepatic encepha-

lopathy and post-shunt hepatic failure is the basis

for the increased survival following distal spleno-

renal shunt. The clinically observed lack of liver

failure has been carefully studied biochemically. 5

Maximum rate of the urea synthesis (capability of

the liver to convert ammonia to urea) is definitely

preserved in patients who have had distal spleno-

renal shunt compared to patients who have had

surgical decompressive procedures which are less

selective. 6 In our laboratory we have documented

improved function of the urea cycle enzyme ac-

tivities after distal splenorenal shunt compared to

portacaval shunt. 7

Mesocaval H-Graft (Drapanas) Shunt

In 1975 Dr. Drapanas reported a five-year fol-

low-up of patients with alcoholic cirrhosis who
had hemorrhaged. His data showed that by in-

serting a large bore Dacron graft between the

superior mesenteric vein and the inferior vena

cava, effective control of bleeding is achieved

(Figure 2), and operative mortality is dramatically

decreased. In patients with advanced cirrhosis,

overall five-year survival was approximately

75%. 8 Thus improved survival has been demon-

strated after mesocaval shunt as well as after dis-

tal splenorenal shunt. The mesocaval shunt has

not yet been as carefully studied hemodynamically

or metabolically as the distal splenorenal shunt,

but its definite clinical success indicates that it

represents an important contribution to the sur-

gical armamentarium for patients who have hem-

orrhaged from portal hypertension. Exposure of

the operative field is far superior to that of porta-

caval shunting, and blood loss is usually only a

fraction of that encountered through direct portal

venous reconstruction. In our opinion, the Dra-

panas mesocaval shunt is the procedure of choice

in patients who require emergency portal decom-
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FIGURE 2

Mesocaval Shunt (H-Graft, Dra-

panas Shunt). A large bore (20-

24 mm) Dacron graft is inter-

posed end-to-side into the supe-

rior mesenteric vein (right and

above) and the inferior vena cava

(left and below). Prompt decom-

pression of the portal venous sys-

tem is obtained. The extraordi-

narily high five-year post-shunt

survival suggests that perhaps

some degree of portosystemic se-

lectivity in the shunt is produced

by virtue of its more distal loca-

tion in the decompression of the

mesenteric venous system.

Figure by C. Donner from Drapanas, T.,
Akdamar, K., “Interposition Mesocaval
Shunt for Portal Hypertension,” Hospital
Practice

, Vol. 9, No. 9. Reproduced with
permission.

pression. Because this shunt decompresses the

hepatic as well as the mesenteric side of the portal

vein, it is also effective in alleviating ascites and

will probably be the procedure of choice in pa-

tients who have hemorrhaged and in whom mas-

sive ascites is present.

Summary

In the patient presenting with massive gastro-

intestinal hemorrhage and evidence of hepatic cir-

rhosis, clinical appraisal, endoscopic studies, and

arteriographic studies usually document the source

of hemorrhage. In the patient who is hemor-

rhaging from the esophageal varices associated

with portal hypertension and alcoholic cirrhosis,

efforts should be directed at prompt, temporary

control of hemorrhage usually by direct balloon

tamponade, or occasionally with vasopressin (Pi-

tressin—Parke-Davis) given systemically as an ad-

junct in obtaining temporary control of hemor-

rhage. Once hemorrhage is controlled, elective

portal venous decompression by way of a suitable

portasystemic shunt should be planned as soon as

the patient has overcome the effects of the acute

hemorrhage and frequently associated hepatic pul-

monary and renal dysfunction associated with the

sudden blood loss.

Del Med Jrl, Nov 1979—Vol 51, No 11

If portasystemic shunt is not performed, a

higher percentage of patients will rebleed; there is

a high mortality associated with each bleed in

patients with hepatic cirrhosis. More selective

surgical portal venous decompression is now avail-

able, which provides effective reduction of portal

pressure, effective control of hemorrhage, and a

decreased incidence of post-shunt hepatic failure

and hepatic encephalopathy. The expected sur-

vival of patients who have hemorrhaged from al-

coholic hepatic cirrhosis and portal hypertension

has thus improved significantly.
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BREAST RECONSTRUCTION AFTER MASTECTOMY

Kyo A. Kim, M.D.

Breast surgery has been mutilating since an-

tiquity; 1 Hippocrates (C. 460- C. 370 BC) de-

scribed breast amputation by cauterization as

practiced by the Scythians. In the first quarter

of this century, there were several procedures for

breast and chest wall reconstruction, but most

were not applicable to clinical situations. Re-

cently, new techniques have been added to the

original ideas which have now been modified so

as to be applicable to present day surgical prob-

lems. Since the development of silicone pros-

theses and the acquisition of better knowledge

and understanding of the blood supply to the skin

and the muscles, advancement has been made
possible in the reconstruction of the chest wall

and breast following a mastectomy.

As a result of a successful public education

program, more women are aware of the impor-

tance of breast self-examination and are coming

to their doctors with breast masses that can be

biopsied. The number of breast cancers diag-

nosed each year has increased from 70,000 in

1972 to 89,000 in 1974.2
-
3 In the US, it is es-

timated that approximately 50,000 to 70,000 mas-

tectomies are performed each year. 4 The impor-

tance and aesthetic appreciation of the female

breast is evident in ancient, medieval, and con-

temporary works of art. The breast is the emo-

tional symbol of the woman’s pride in her sexu-

ality and in her motherliness.5 To threaten the

breast is to shake the very core of her feminine

orientation. The emotional toll of mastectomy

includes the anxiety connected with any major

surgery, the fears associated with breast loss, con-

cern over sexual desirability as it affects inter-

personal, sexual, and marital relations, the fear

of death from cancer. The group sessions for

Dr. Kim is a Senior Attending of the Department of Surgery,
Section of Plastic Surgery, Wilmington Medical Center, Wilming-
ton, Delaware.
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the patient and her family by a specially trained

“Reach to Recovery” volunteer, physical therapist,

and social worker can help her to deal with her

emotional problems and concentrate on the future,

rather than on the past. 5 Reconstruction of the

breast and chest wall following a mastectomy can

help to restore her body image and to decrease

her preoccupation with ideas of cancer recurrence

and fear of mutilation.

The type of surgical resection of the tumor

varies widely: 1) radical mastectomy (Halsted,

1894) 6
in which the breast, areola-nipple com-

plex, pectoralis major and minor muscles, and

axillary lymph nodes are resected; 2) modified

radical mastectomy, in which the muscles are pre-

served; 3) simple mastectomy, which is limited

to the breast and areola-nipple complex; and 4)

tylectomy, or excision of only the tumor. In the

United States, extended radical mastectomy has

been popularized by Urban ( 195 1

)

7 and com-

bines a radical mastectomy with resection of the

chest wall in the internal mammary area. Radi-

ation therapy is often used in association with

the above technique. Also, adjuvant chemotherapy

is being used.

Problems facing the plastic surgeon are related

directly to the extent of the surgical resection.

The results of breast reconstruction following a

simple mastectomy and a modified mastectomy

are superior because more skin and subcutaneous

tissue are preserved than after a radical mastec-

tomy, which is usually associated with a healed

skin graft and absence of adequately vascularized

soft tissue over the chest wall as well as an infra-

clavicular concavity and a tight scar. In recent

years, a greater number of tumor surgeons have

adopted a more conservative ablative technique,

and the horizontal breast incision has also gained
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in popularity over the classical vertical breast

incision. These factors facilitate breast recon-

struction since they not only preserve the over-

lying soft tissue but also result in a better recipient

site for local transposition of tissue to augment

tissue deficiency in the chest wall.

The arguments against breast reconstruction

following a mastectomy are no longer absolute. 8

It is important for the patient to discuss with her

doctor the possibility of reconstruction including

the timing and number of procedures involved,

the risks involved, and the probable aesthetic re-

sults. It is a generally held opinion that one

should consider reconstruction on women who
have a favorable prognosis. There are some,

however, who feel that an unfavorable prognosis

is not a sufficient reason to deny a patient the

satisfaction of a breast reconstruction, although

reconstruction is definitely contraindicated in the

presence of any large aggressive lesions with either

questionable local surgical control or extensive

axillary involvement.9

The ideal timing for reconstruction is usually

six months after surgery or even later to allow

adequate wound healing and maturation. The

largest percentage (85 to 98% ) of recurrences of

breast cancer is seen within three years following

a mastectomy; most recurrences appear within

two years. 10
'
11 Immediate or early reconstruction

of a breast can be done in highly selected patients

who have extensive benign breast disease or a

low grade malignancy. No absolute rules have

been established regarding the timing of the re-

constructive surgery. The optimal time for breast

reconstruction includes consideration of the na-

ture and virulence of the tumor as well as its loca-

tion, the ancillary use of radiation or chemother-

apy, the type of mastectomy performed, the degree

of nodal involvement, and the patient’s age and

motivation. The patient’s emotional and psycho-

logical needs should have considerable bearing on

the decision. Irradiation therapy causes increased

scar and compromised blood supply to tissues and

decreased elasticity; irradiated tissue is unable to

withstand the same degree of trauma as normal

tissue, and the reconstructive surgery should

probably be delayed for six to twelve months

following radiotherapy. 12 Chemotherapy also in-

terferes with wound healing and tends to develop

seroma if prostheses are used.

Following a simple or modified mastectomy,

especially when a transverse incision has been

used, it is at times possible to achieve an accept-

able breast reconstruction by insertion of a breast

implant beneath the residual skin and soft tissues.

Adequate soft tissue coverage is the first pre-

requisite for breast reconstruction, especially fol-

lowing a radical mastectomy and irradiation. The

missing skin, deficient soft tissue, and flat chest

contours are repaired and replaced by transferring

local tissue to the site of deficit. Sources include

the pectoralis muscles, and skin flaps that may be

thoracoepigastric from the upper portion of the

abdominal wall or latissimus dorsi myocutaneous

flaps which are taken posterior to the axillary line.

Sacrifice of the above-mentioned muscles gives

no noticeable functional impairment; many other

muscles will compensate for their loss. Silastic

implants (Cronin and Gerow, 1964) 13 are also

currently used to augment the breast. Round and

moderate-sized prostheses are preferred. Broad

based implants are also available, and custom-

made, contour-form types of prostheses have been

used.

Numerous techniques for reconstruction of the

nipple-areola have been developed over the years.

Available techniques include: areola and/or nip-

ple sharing from the opposite side, skin grafts

from other parts of the body (labia majora, labia

minora, pigmented portion of the thigh and the

axilla), mucous membrane from the oral cavity.

The earlobe can also be used to reconstruct the

nipple; its cartilage or a dermal graft can be used

to create a nipple. Skin grafts are often combined

with ultraviolet light administration to enhance

pigmentation. Tattooing has also been employed

as a means of achieving an areola.

Occasionally a resected nipple-areola complex

can be banked in the groin for future use at

whioh time it is removed and transferred to the

newly formed breast. However, an important

factor related to banking that must be considered

although its occurence is not likely is that a resid-

ual tumor can reside within the ducts of the nipple

and areolar complex. For that reason, a biopsy

(frozen section) at the time of the mastectomy

and prior to transplantation to the groin is es-

sential.
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In order to gain better symmetry of the breasts,

a surgical procedure may be required on the other

breast. A reduction mammoplasty (reducing the

size of the breast) or a mastopexy (uplifting and

suspending ptotic breast) can be done. The re-

sulting scar is shaped like an inverted “T.” Aug-

mentation mammoplasty is also often done if the

remaining breast is small. A simple mastectomy

or a subcutaneous mastectomy and reconstruction

are sometimes recommended in high-risk patients

(eg, a strong family history of breast cancer at a

young age, unfavorable histologic primary lesion,

constant fear, etc .).
14

The patient may view her final appearance from

quite a different perspective from her doctor’s;

the end results are far from aesthetically perfect.

The goals of reconstructive surgery are to give

the patient a better body image, to avoid the need

for an artificial prosthesis, and to give her better

appearance in her clothing. There may be com-

plications and unfavorable results following re-

constructive surgery as with any other surgery.

There are chances of skin ulceration, atrophy,

hypersensitivity, or decreased sensation and later

atrophy of transplanted tissue. One of the dis-

tressing scars is a hypertrophic scar, which is oc-

casionally painful. These usually smooth out over

a period of months or years, however, and can be

revised when necessary. Intercostal neuralgia

also has been reported. A major problem is a

three-dimensional, fibrous contracture around the

inserted plastic prosthesis, giving a grapefruit

appearance. Weeks, months, or years after the

implant, abnormalities of both shape and position

of the breast can develop and thinning and quality

changes in the covering skin occur. When the

scar softens, these may be corrected by widening

the pocket, removing the contracting scar and

exchanging the mammary prosthesis for another.

As host reaction varies from patient to patient,

it is difficult to assay the value of various pre-

ventive measures. The reconstructed nipple and

areola complex sometimes acquire more or less

pigmentation. The above mentioned possible

complications must be weighed against a desire

for breast reconstruction. The probable esti-

mated end results and the patient’s expectations

should be discussed in detail before surgery.

Despite new trends and developments in re-

constructive breast surgery, we must remember

that the eradication of the tumor remains the

primary consideration.
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NOSOCOMIAL INFECTIONS -1979

Robert C. Aber, M.D.

Overview

Nosocomial (hospital-acquired) infection oc-

curs in approximately one of every 20 patients

admitted to US hospitals each year. 1 Thus, of

approximately 36,000,000 patients admitted to

acute care hospitals in 1976, 1,800,000 developed

nosocomial infection. Patients who develop noso-

comial infection remain in the hospital approxi-

mately five days longer than patients who do not

develop such infection. 1 Assuming a modest direct

cost of approximately $700 to $1000 per infec-

tion, the annual national cost for nosocomial in-

fection is thus over one billion dollars. For a

community hospital of 300 beds having approxi-

mately 11,000 admissions per year, the estimated

annual direct cost of nosocomial infection is

$500,000.

Although experts disagree as to the proportion

of nosocomial infections which may be preventa-

ble, a recent authoritative source suggests 50%
as a reasonable estimate. 2

Infection Control Program

The Joint Commission on Accreditation of Hos-

pitals (JCAH) requires each accredited hospital

to have an active, hospital-wide infection control

program. A multi-disciplinary committee, the In-

fection Control Committee, is responsible for

Dr. Aber is Hospital Epidemiologist and Assistant Professor of
Medicine in the Division of Infectious Diseases, Department of
Medicine, at the Milton S. Hershey Medical Center of the Penn-
sylvania State University College of Medicine, Hershey, Pennsyl-
vania.

This paper was adapted from a presentation sponsored by the
Department of Infectious Disease at the Wilmington Medical Cen-
ter.
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monitoring the infection control program. Com-
ponents of such a program are listed in Table 1.

TABLE 1

COMPONENTS OF AN INFECTION CONTROL
PROGRAM

1. Infection Control Committee

2. Surveillance of nosocomial infections

3. Authority and mechanism for investigation and

control of infection problem

4. Written policies for control of nosocomial infec-

tions

5. Employee health program

6. Employee education program

7. Sentinel surveillance of community-acquired in-

fections

8. Coordination with the medical staff on action

relative to the findings from the regular review

of the clinical use of antibiotics

9. Communication

Surveillance is the cornerstone of an effective

infection control program. Defined as the sys-

tematic, active, on-going observation or counting

of nosocomial infections,3 surveillance establishes

the baseline (or endemic level) rates of infection.

Significant deviations from baseline rates of in-

fection are called epidemics or outbreaks, and

usually warrant epidemiologic investigation.

Epidemiologic investigation of an outbreak or

suspected outbreak of disease entails a logical

635



Nosocomial Infections—Aber

TABLE 2

OUTLINE OF AN OUTBREAK INVESTIGATION

1. Verify the diagnosis and laboratory identifica-

tion of the etiologic agent (if applicable).

2. Define what is meant by a case (may be ap-

propriate to group into definite, probable, pos-

sible, etc. )

.

3. Implement case finding and initiate a line-list-

ing ( or equivalent) of cases.

4. Determine whether an outbreak or epidemic

exists; ie, compare to baseline or previous rate

of occurrence.

5. Review descriptive characteristics of the cases;

ie, orient as to time, person, place, morbidity,

etc., and develop appropriate rates of dis-

ease.

6. Perform “quick and dirty” analyses of cases,

employing available rates of disease to de-

velop impressions as to the nature of the out-

break, desirability for further investigation,

desired speed of investigation, etc.

7. Formulate tentative hypotheses which include

source or reservoir of etiologic agent, mode of

transmission, or other potentially remediable

factors contributing to the outbreak.

8. Initiate appropriate control measures based

upon likely hypotheses while preparing to test

the hypotheses.

9. Initiate special investigations to test hypo-

theses, ie, analytic epidemiologic techniques

(cohort or case-control studies), epidemio-

logic typing of microorganisms, culture surveys,

intensified case finding, modification of de-

nominators (persons at risk) to increase spe-

cificity.

10.

Revise and refine control measures as hypo-

theses are either accepted or rejected, and

continue surveillance of the high-risk popula-

tions.

sequence of steps or procedures, proceeding in

an orderly fashion as outlined in Table 2. It is

mandatory that each institution provide authority,

personnel, and resources necessary for such in-

vestigations. Valuable time may be unnecessarily

lost if plans to facilitate epidemiologic investiga-

tion are lacking.
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The JCAH requires written policies for control

of nosocomial infections. Such control measures

include isolation and aseptic techniques; pro-

cedures relating to the inanimate environment, to

the disposal of solid and liquid wastes, to traffic

control and visitation policies, to ventilation pat-

terns and air flow; and procedures directly related

to patient care (eg, urinary or intravenous cathe-

terization, tracheostomy care, preparation of hy-

peralimentation fluid, etc.).

The infection control program must overlap

with and have direct input into the employee

health program and the employee education pro-

gram for obvious reasons. Infections of patients

may be spread to employees and vice versa. All

employees must be familiar with appropriate

hospital infection control policies and practices.

The use of antimicrobial agents in the hospital

is coming under very close scrutiny by the JCAH,
by third-party payers, and by others. Antimi-

crobial agents may account for 35-50% of total

hospital pharmacy costs, and cutting hospital

costs is a commitment at local, state, and national

levels. Physicians are alleged to misuse, overuse,

and abuse antimicrobial agents. At present, there

is no effective mechanism for controlling or even

examining use of these agents in office practice;

hence, pressure for control is being exerted in

the hospital. As with most other therapeutic in-

terventions, there are definite risks associated with

use of antimicrobial agents. Certain risks apply

to individual patients (eg, adverse reaction, sensi-

tization, suprainfection, expense), and other risks

are shared among larger groups (eg, selective

pressure for resistant organisms, expense, inap-

propriate confidence that patient care is optimal)

as well as by individuals. Rational and appropri-

ate use of antimicrobial agents dictates a careful

risk-benefit analysis by each physician every time

he or she prescribes an agent. In order to facili-

tate more appropriate hospital audit of antimi-

crobial agent use, written rationale for use and

selection of the particular agent(s) should be part

of the medical record. Criteria for distinguishing

appropriate from inappropriate use of these agents

must be developed, tested, reviewed, and agreed

upon by appropriate members of the medical staff

if patterns of use are to be altered. The challenge

is clearly before us—we must respond promptly

Del Med Jrl, Nov 1979—Vol 51, No 11
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and appropriately or more coercive methods may

be developed by non-physician-based organiza-

tions.

Communication is an extremely important part

of the infection control program but will not be

further discussed.

Descriptive Epidemiology of Nosocomial Infections

A. Microorganisms

The majority of nosocomial infections are

caused by bacteria, although viral illnesses are

probably incompletely identified and under-re-

ported because of methodologic problems. Viruses

of nosocomial importance include the herpes

group, rubella, rubeola, influenza, rotavirus, res-

piratory syncytial virus, and hepatitis viruses.

Among bacteria causing nosocomial infections,

there has been a striking shift over the past four

decades from gram-positive cocci (mainly Staphy-

lococcus aureus and Streptococcus pyogenes ) to

aerobic gram-negative bacilli. Certain fungi, such

as Candida species, Torulopsis species, Aspergil-

lus species, and Rhizopus species, have been in-

creasingly associated with nosocomial infection.

Causes for these shifts are not precisely known,

but complexities of modern medical care, increas-

ing numbers of immunocompromised patients,

and selective pressure exerted by antimicrobial

agents are probably among these causes. Cer-

tain aerobic gram-negative bacilli, for instance,

establish reservoirs in the inanimate hospital en-

vironment. Examples of such reservoirs include

tap water, distilled water, humidifiers, hand

creams and lotions, ophthalmic solutions, large

volume parenterals, and quaternary ammonium
solutions.4 Aerobic gram-negative bacilli also ex-

change extrachromosomal genetic material, plas-

mids which confer resistance to antimicrobial

agents, heavy metals, UV light, bacteriocins, bac-

teriophages, and other environmental agents, and

thereby may survive and divide in otherwise very

hostile niches. Most of these highly selected or-

ganisms do not compete well with normal flora

in healthy persons, but colonize and produce

infections in sick, hospitalized patients. For in-

stance, a number of studies have demonstrated

that pharyngeal colonization with aerobic gram-

negative bacilli is a direct function of degree of
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illness and of antimicrobial use. Furthermore,

disease caused by these organisms occurs more

frequently in colonized than uncolonized patients.

We must learn more about the process of coloni-

zation by aerobic gram-negative bacilli if we are

to develop successful methods for prevention and

control of infection.

B. Sites of Infection

Data from many sources including the National

Nosocomial Infections Study (NNIS) and the

Study on the Efficacy of Nosocomial Infection

Control (SENIC) conducted by the Center for

Disease Control indicate the following site dis-

tribution of nosocomial infections: urinary tract,

40-50%; surgical wounds, 20-30%; lower respi-

ratory tract, 16%; primary bacteremia, 5%; skin,

4%; gynecologic, 4%; and miscellaneous, 5%.5

1 . Urinary Tract Infections

The majority of nosocomial urinary tract in-

fections are associated with preceding genitouri-

nary tract manipulation, insertion of a urinary

drainage catheter being the most common. It is
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thus not surprising that the major thrust of pro-

grams to control nosocomial urinary tract infec-

tion involves the process of urinary catheteri-

zation. At present, control measures are directed

at maintaining a closed system from bladder to

drainage port, and at minimizing transmission of

microorganisms from patient to patient on the

hands of personnel. Suggested control measures

are listed in Table 3.
6 A recent study has chal-

lenged the armchair wisdom of routine meatal

care, demonstrating that ritual and dogma have

no place in hospital infection control;7 further

trials may establish the precise role of daily

meatal care in catheterized patients. Another

recent trial has demonstrated that three-way uri-

nary catheters employing continuous bladder ir-

rigation with neomycin-polymixin irrigant do not

significantly reduce the risk of urinary infection

(more breaks in the system occurred in the irri-

gated group), but instead provide selective pres-

sure for more resistant organisms to occur.8

2. Surgical Wound Infection

&

Postoperative wound infections occur in ap-

proximately one of every 100 patients admitted

to the hospital. Approximately 5 to 7% of all

surgical wounds become infected. Estimated costs

attributable to postoperative wound infections

vary to some degree; the duration of hospitaliza-

tion is prolonged by six to thirteen days at a cost

varying from $500 to $3000 per infection.

A number of factors have been identified which

influence the risk of postoperative wound infec-

TABLE 3

CONTROL MEASURES FOR CATHETER-RELATED

NOSOCOMIAL URINARY TRACT INFECTIONS

1 . Catheterize only when necessary and remove

catheter as soon as possible.

2. Insert by trained personnel using sterile tech-

nique.

3. Cleanse perineum daily.

4. Use and maintain a sterile, closed drainage

system.

5. Remove urine samples aseptically.

6. Maintain downhill flow at all times.

7. Replace contaminated system.

8. Spatially separate catheterized patients.
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TABLE 4

FACTORS WHICH INFLUENCE THE RISK OF

POSTOPERATIVE WOUND INFECTION

1. Degree of bacterial contamination of the

wound

2. Duration of the operative procedure

3. Prophylaxis with antimicrobial agents

4. Length of preoperative hospitalization

5. Age of patient

6. Obesity

7. Nutritional state

8. Presence of infection at a remote site

9. Drains

10.

Ultraviolet light in the operating room (clean-

refined procedures only)

1 1 . Skill/experience of the surgical team

12. Timing of the preoperative shave

13. Preoperative shower

14. Corticosteroid therapy (possible)

tion. (Table 4) Many of these cannot be subject

to control measures, but such factors as length of

preoperative hospitalization, nutritional state of

the patient, presence of infection at a remote site,

use of prophylactic antimicrobial agents in ap-

propriate patients, use of preoperative shower and

timing of the preoperative shave can be modified

in favor of reducing the risk of infection. In

general, antimicrobial prophylaxis is likely to be

of benefit for patients having clean-contaminated

wounds, ie, operative wounds in which the respi-

ratory, alimentary, or genitourinary tract is en-

tered without unusual contamination, or wounds

that are mechanically drained, or with a minor

break in aseptic surgical technique.

The author has recently reviewed outbreaks

of postoperative wound infection. 9

3. Lower Respiratory Tract Infections

Nosocomial lower respiratory tract infection

occurs in approximately one of every 200 patients

admitted to the hospital. The organisms gain

access to the lower respiratory tract primarily

by aspiration, or by direct inoculation when host

defense mechanisms have been breached by in-

tubation or instrumentation, but occasionally in-

halation of contaminated aerosols or droplets

and bacteremia are responsible.
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Control measures to prevent nosocomial lower

respiratory tract infection are, in general, less

rigorously proven to be effective. Careful at-

tention to manipulation of the lower respiratory

tract (eg, nasotracheal suctioning, endoscopy),

maintenance of normal glottic and respiratory

defense mechanisms, provision for clean (some-

times sterile) breathing circuits, and frequent

changes of nebulizer reservoirs are among the

control measures often used. 10 This remains a

fertile area for clinical investigation.

4. Bacteremia

Nosocomial bacteremia is usually separated

into primary (absence of recognized underlying

infection) and secondary forms. Primary bac-

teremia often occurs in association with intravas-

cular cannulation in some form. In general, syn-

thetic cannulae are associated with a higher risk

of bacteremia than are steel needles, long central

catheters having a greater risk than shorter pe-

ripheral ones, and the risk of infection is a direct

function of duration of cannulation. 11 Surpris-

ingly, arterial cannulation does not appear to

carry the same risk of infection as venous can-

nulation, although fewer data are available. 12 Re-

cently, pressure transducers have served as reser-

voirs for aerobic gram-negative bacilli and for

hepatitis virus, resulting in nosocomial bacteremia

and hepatitis. 13

Nosocomial bacteremia, although relatively in-

frequent when compared with other nosocomial

infections, produces considerable morbidity and

mortality. In one recently published study, excess

mortality was 28%, length of hospitalization was

increased by 32 days, and direct hospital costs

increased by $4,000 per infection. 14

Control measures for nosocomial primary bac-

teremia have been directed toward establishing

and maintaining a sterile intravascular cannulation

system from top to bottom (Table 5) as well as

interposition of filters into the system near the

cannula. 11

Control measures for nosocomial secondary

bacteremia must be directed toward preventing

infection at the primary site (eg, urinary tract,

surgical wound).

In conclusion, nosocomial infections represent

an important health problem to individual hos-
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TABLE 5

GUIDELINES FOR I.V. INFECTION CONTROL

1. Judiciously use intravascular cannulation.

2. Choose an appropriate cannula and site of in-

sertion.

3. Prepare cannula site with an effective antisep-

tic preparation.

4. Insert cannula using aseptic technique.

5. Securely anchor the cannula.

6. Broad-spectrum topical antimicrobial agent

applied to the site is probably beneficial.

7. Inspect cannula site daily.

8. Change cannula every 48-72 hours.

9. Change administration set (including LVP or

blood product) every 24-48 hours.

10.

Use of in-line filter reduces risk of phlebitis

and may reduce risk of bacteremia.

pitalized patients as well as to our society. The

estimated economic impact of these infections

is impressive. Although we are learning to recog-

nize risk factors and to devise effective control

measures in some areas, much remains to be

learned if we are to further reduce the risk and

frequency of such infections.
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To the Editor:

It is our opinion that the article by Frelick and

Whitney in the September Delaware Medical Jour-

nal, Is Mammography Effective and Safe under

the Age of 50?, did not present a balanced view

of the carcinogenic risks of low level radiation

in general and as they relate to mammography.

This is a topic of heated controversy that, un-

fortunately, spilled over into the non-professional

press. It is an issue, though, which cannot be put

to rest by a presentation of the personal biases of

some observers.

What are the data that support the hypothesis

that ionizing radiation can induce breast cancer

in humans? Several tragic human experiences

are available for analysis. Much of this informa-

tion is derived from the findings of the Atomic

Bomb Casualty Commission (ABCC), which in-

vestigated the largest human subpopulation ever

exposed to significant radiation. The excess in-

cidence of breast cancer was the same at Hiro-

shima and Nagasaki. One of the lowest radiation

levels recorded by the ABCC was 2.9 rads ab-

sorbed dose; at this low level, though, the statis-

tics did not allow valid analysis with regard to

excess breast cancer incidence. 1,2 A definite in-

creased risk of breast cancer in the ABCC study

was noted at 17 rads; with higher doses a

linear effect was noted. 1,2
It should not be as-

sumed that 17 rads is the threshold dose for

induction of breast cancer. The dosimetry calcu-

lations of the ABCC were largely estimates of

absorbed dose derived from interviewing survi-

vors, questioning them concerning their distance

from the hypocenter and the presence or absence

of shielding. Bailar has observed that the Japa-

nese have a low “natural” incidence of breast can-

cer, which makes the hypothesis more persuasive.2

Analysis of the data from women who had fre-

quent fluoroscopy of the chest after therapeutic

pneumothorax for tuberculosis shows an excess

incidence of breast cancer.3 A linear dose re-

sponse curve was recognized, but the absorbed

doses were in the range of 100-300 rads. It is

of interest that this series shows the highest inci-

dence of excess breast cancer in women under 30.

The excess risk did not appear until 15 years

after initial exposure. Likewise, excess breast

cancers were observed in women who had had

their breasts irradiated for postpartum mastitis. 4

Admittedly, this evidence is only indirectly or

inferentially applicable to the potential radiation

risk in screening mammography. Indeed, there

is scant information available as to the radiation

risk of low dose mammography. Proponents of

the linear nonthreshold theory assume that the

radiation risk extends to the lower end of a curve

extrapolated from the higher doses. Bailar thinks

the risk begins at zero; others contend that there

is a higher threshold. 2
It is thought by Pochin

that low level radiation (arbitrarily defined as be-

low 10 rads) is capable of tumor induction in

man.5 The excess incidence of leukemia and thy-

roid cancer following head and neck irradiation

in childhood, at estimated doses below 10 rads,

supports this contention. This evidence, com-

pelling as it may be, is not directly applicable to

the situation in screening mammography, since

different organs and cell systems respond differ-

ently to radiation injury.

Frelick and Whitney, when referring to the

Nagasaki data and Thier’s editorial,6 invoke a

sharp distinction between local and total body

radiation as it affects breast tissue. What is of

critical importance is the absorbed dose, the ergs

per gram of breast tissue, whether given locally

to the breast or by whole body radiation. It is

generally held that breast tumors are induced by

a scopal mechanism (the breast must be in the

radiation field), and not by an abscopal process

(the organ developing the tumor need not be in

the field of radiation). Both animal experiments

and human experience, eg, the breast on the side

of the chest fluoroscoped developed the tumor

(vide supra), support this idea. 7

Thier is incorrectly quoted when it is stated

“In a million patients subjected to mammography
there would be an increase of approximately six

cases of breast cancer ten years later over that

expected.” The correct estimate of risk is that

Del Med Jrl, Nov 1 979—Vol 5 1 ,
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six new cases of breast cancer will occur per mil-

lion women per year per rad beginning after a lag

of ten years. 0 This is an often quoted figure from

a 1972 committee of the National Academy of

Sciences. It should be emphasized that the ma-

jority of women in breast screening programs have

had multiple mammograms and that the radiation

effect of repeated studies is felt to be cumulative.

The statement that “there are no reports yet

of patients who have actually developed a cancer

from mammography” gives false reassurance to

those who feel that screening mammography car-

ries no radiation risk. Patients do not present

to a physician with telltale signs of a radiation

induced neoplasm; it is illogical to think that they

would. The operating surgeon or pathologist

cannot distinguish between a radiation induced

neoplasm and a spontaneously occurring tumor.

It is only by a detailed statistical analysis of a

large population with previous mammograms that

one can perceive an excess incidence of breast

cancer. To our knowledge, this information does

not exist. The authors’ statement that “The de-

gree of harm is probably far less than has been

recently stated” is unsupported by fact.

While we applaud the efforts of many who have

contributed to the preliminary success of the

breast screening program in Delaware, we feel

that the risks as well as the benefits should be

clearly defined. Each physician, then, must de-

cide whether the benefits far outweigh the risks

for his/her patients. To quote Thier, “Unless

the medical profession insists on rigorous scien-

tific proof of benefit and documentation of risk

before endorsing new diagnostic or therapeutic

programs, the lessons of the breast-cancer con-

troversy will have been wasted, and the errors that

led to it will be repeated.”6

James F. Lally, M.D.

John S. Wills, M.D.
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THE INDIVIDUAL PHYSICIAN, GOVERNMENT,
AND THE AMA

Total active physicians:

Total members in AMA:
392.000

176.000 (45%)
Total members, MSD:
Total MSD members in AMA:

843

425 (50%)

At the present time, the total number of people

supported by government (military, federal, state,

municipal, and assistance programs) is nearly

equal to the total number of individuals employed

in the private sector. Just as a non-government

worker generates the money to fund his govern-

ment-supported counterpart, so it seems that

—

both nationally and in Delaware—there is roughly

one physician supporting AMA efforts for every

physician not so inclined.

The reasons for lack of AMA support from

half the physicians are many and varied, but

certainly high on the list are philosophical dif-

ferences with some AMA position (s), the finan-

cial commitment of dues ($250/year, tax deducti-

ble), and, most likely, apathy—letting “the other

person” (AMA-member counterpart) do it.

The issues facing the individual physician today

are large, broad, and complex, and bear directly

on that physician’s working practices and per-

sonal life. To a large degree, these issues are

merely the reflection, in the medical world, of

ageless controversies dealing with the necessary

balance between social justice (the good of the

group) and individual rights (civil liberty).

Examples of such current matters abound: the

regulation of physicians’ professional relationships

with non-physicians, and the related regulation

of the ethics of such relationships; the “right” of

the public to “health care,” or “sickness care,”

and the requirements, by government, of physi-

cians’ fulfillment of this “right”; the responsibility

of physicians to oversee and maintain the quality

of practice of their peers, and their implied re-

sponsibility to discipline promptly and fairly those

physicians whose professional performances are

unacceptable. One could go on for pages simply

listing issues of this order of magnitude and dif-

ficulty, but it seems unnecessary to do so.

Matters of these types need the input of intel-

ligent, diligent people, who have also the qualities

of medical expertise and an overview of problems

from historical, philosophical, economic, and

other perspectives. It is physicians who best fit

this description, by virtue of the nature of their

educational backgrounds and their unique inter-

action with individuals and with society. As high-

bracket taxpayers, physicians are also in a position

to react to, and to influence, governmental ac-

tivities in these arenas. They are a “taxpayers’

lobby,” with the additional concerns relative to

their own specific medical concerns.

The AMA provides a forum for discussion of

these issues, at open meetings, with opportunity

for expression before the entire group from any

member. The positions taken by the AMA are

those directed by its House of Delegates, a repre-

sentative body. Additionally, and importantly,

the AMA affords the individual physician—in-

cluding the non-dues paying, non-AMA member

—the benefit of articulate physician leaders, who

interact with the highest levels of government, the

public, and the media; theirs is the voice of the

profession. There is no other such voice. So, if

you like the voice, support it; if you don’t like it,

then change it—by means of your active, vocal

membership. Either way, the AMA does speak

as the voice of our profession, for the best inter-

ests of our patients, ourselves, and our considered

positions on the balance between the individual

and society.

R.B.T., Jr.

Vi Vi

THE HIDDEN BENEFITS OF TRAINING

One of our primary obligations to medicine,

second only to patient care, is the training of

younger physicians. It is the means for the

Del Med Jrl, Nov 1979—Vol 51, No 11 645



Editorials

continuation of the high standard of medical care

that our people have enjoyed in the past.

Fundamental to this training are setting an

example of personal integrity in the living of our

lives, being involved in our social and community

actions that affect all people, not being afraid to

speak out regardless of personal cost.

No less important is continuing our own edu-

cation—not an occasional meeting, but learning

every day through reading and self-education.

Perhaps hardest is maintaining an open mind

—

breaking down our own prejudices and listening

to what might be new and better.

Participation in training is living with young

under-graduates and graduates, seeking means of

communication of what experience has taught,

while at the same time learning from younger

minds.

Training is not just for passing boards. It is

a preparation for living a life of service to people

who have needs, our patients. Rules and regula-

tions tend to make us forget our higher vision.

Freud expressed it all well: “Man reaches closest

to his Creator through his work.”

G.F.Mcl.

VS vs vs

PROGNOSIS WITH CIRRHOSIS AND
HEMORRHAGE: LESS THAN CHEERY?

In his article in this issue on the current role

of portal vein decompression for patients with

esophageal variceal hemorrhage, Dr. Reichle sug-

gests that the vast majority of patients will enjoy

prolonged survival after portasystemic decom-

pression. While this may hold true in selected

cases of non-Laennec’s cirrhosis, such an opinion

seems to run contrary to local and national experi-

ence.

Local experience has not been collated so that

my impression of it is only that—an impression.
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Editorials

Looking at the national literature on portasys-

temic shunting, however, one finds a more dismal

picture than Dr. Reichle has painted.

In 146 unselected patients with bleeding esoph-

ageal varices Orloff and Duguay reported 40%
survivors at the end of 22 months. 1 In 1977,

Zeppa and Hutson reported on distal splenorenal

shunting. 2 They had, by far, the best figures

reported in the last ten years on shunt survival.

In their alcoholic group they had a death rate of

only 25% while in the non-alcoholic group only

15% perished. It must be remembered, how-

ever, that all of these patients were electively

operated. None were done for acute bleeding.

This, of course, permits for better selection of pa-

tients.

Other survival figures are available but less

cheery. The statistics are confused because gen-

erally they are not separated into elective and

emergency operations. However, the best figures

range from 25% to 73% death rate.3
'8

Yang and Simert referred to the quality of life

in the survival of patients following distal spleno-

renal shunts.3 Four of their 25 patients died

immediately after surgery leaving 21 survivors to

enter the program. Of these, ten died within the

next 43 months—a 50% mortality for those sur-

viving the surgery. Of the 1 1 who survived six

re-bled. This hardly seems like a good quality

survival.

I cannot concur with Dr. Reichle. There seems

to be a progressive decline in survival to 20-30%

in a ten-year period of all types of portasystemic

shunting for esophageal variceal hemorrhage sec-

ondary to cirrhosis of the liver. The incidence of

encephalopathy and re-bleeding reported by al-

most everyone doing the procedure indicates that

portasystemic shunting is less than ideal treatment

for the evil disease for which it is offered and that

those surviving the procedure lead a less than

idyllic existence.

C.l.G.
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WASHING OUR HANDS OF ANTIBIOTICS

The precipitous rise in the cost of medical care

is a concern to patients, physicians, and the pub-

lic, who eventually bear the expense. Elsewhere in

this issue of The Journal, an authoritative report

outlines the problem of nosocomial infection and

indicates that the cost of such infection is over

one billion dollars a year. Obviously, more im-

portant than the cost are the increased morbidity

and mortality which result from these infections.

Conservative estimates predict that at least half

of the hospital-acquired infections are preventable

at the present time, and it is not unreasonable to

hope that with new knowledge, equipment, and

medical sophistication we might improve upon

this figure. In the meantime, there are two easy

steps which all physicians could take to help pro-

tect their hospital patients from infection: wash

their hands and restrict their use of antibiotics.

Most nosocomial pathogens are transmitted

from patient to patient via the hands of hospital

personnel. This is true for catheter-associated

infections (vascular or urinary), pulmonary infec-

tions in patients with tracheostomies, burn wound

sepsis, surgical wound sepsis, and a variety of

other infections. A rare nosocomial infection

occurs as the result of contamination of intra-

venous fluids, ventilatory equipment, or pressure-

monitoring devices. Reports in the literature re-

peatedly confirm the fact that strict handwashing

is the only procedure guaranteed to interrupt an

outbreak of nosocomial infection.

Health care personnel must be taught that

handwashing is mandatory, and hospital architects
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must place handwashing equipment in unavoid-

able locations.

The second step in controlling hospital infec-

tions, the reduction of antibiotic usage, will be

more difficult to achieve. There are many factors

responsible for the overuse of antibiotics in hos-

pital patients, but it is estimated that over 60%
of the antibiotics administered to hospital patients

are unnecessary. There appears to be a direct

relationship between the acquisition of infection

and the antibiotic dosage, the duration of therapy,

and the number of antibiotics administered.

The mechanism(s) by which antibiotics induce

nosocomial infection is (are) not completely un-

derstood. Possible contributing factors are (1)

the elimination of normal flora, providing “nude”

surfaces for bacterial colonization; (2) the selec-

tion of resistant bacteria by eradication of sus-

ceptible strains; (3) inhibition of cellular and

humoral defense by direct action of antibiotics.

However important these factors are, they do not

adequately explain the correlation between anti-

biotic therapy and hospital acquired infection;

further studies will be necessary.

Numerous suggestions have been offered to

help control the overuse of antibiotics. These

include formulary control, antibiotic surveillance

(as sanctioned or mandated by the JCAH), phy-

sician education, and written justification. This

last technique, requiring the physician to write a

note justifying the use of an antibiotic, is thought

by some to be the most effective means of anti-

biotic control, in institutions where it has been

implemented, however, its usefulness has been

hampered by poor physician cooperation.

Laminar air flow, ultraviolet light, environ-

mental sampling, selective antibiotic prophylaxis,

specific immunization, and many other procedures

have a role to play in the control of nosocomial

infection. But these are minor roles compared to

handwashing and reduction of antibiotic use.

William J. Holloway, M.D.

ta %

THE SI SYSTEM AGAIN*

The British medical literature is already be-

ginning to express such ordinary laboratory

studies as blood glucose in mmol/liter. I re-

cently ran across a paper with this sentence: “In

an insulin dependent diabetic . . . control was

graded as good, if blood glucose values ranged

between 4.4 and 10 mmols/liter.”

Fortunately, the 10 mmols/liter was parenthet-

ically translated as 180 mg/dl, which for the first

time gives me a handle on changing blood glu-

cose from mmols to mg—you multiply by 18. I

am hoping that conversion of BUN, creatinine,

and other substances we are used to seeing in

mg will be that easy to do, even if inconvenient,

but I am afraid it will not.

B.Z.P.

*See “The SI Unit Revisited,” Delaware Medical Journal, 50:8,
p. 449.

“UNWANTED HAIR PERMANENTLY REMOVED”

Frances B. Aerensom R.N.
ELECTROLOGIST

PROFESSIONAL BUILDING, SUITE 26

AUGUSTINE CUTOFF 654-0670

WILMINGTON, DELAWARE
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Joseph E. Belgrade, M.D. William H. Duncan, M.D.

Special awards were presented to Drs. Belgrade

and Duncan at the Annual Meeting Banquet on

November 17. Dr. Belgrade was the recipient of

the Society’s Distinguished Service

Award “in recognition of his endur-

ing and outstanding work as a leader

in the Medical Society of Delaware,

and of his unswerving dedication to

the ideals of the profession of Medi-

cine.” The President’s Award was

presented to Dr. Duncan for his de-

votion to Society affairs, particu-

larly in the area of health planning.

Special citations were presented

to Rodney M. Layton, Esq., “in

recognition and appreciation of his

outstanding contribution to the

medical profession and as an expres-

sion of respect and affection for him as a distin-

guished Delaware citizen” and to Richard V. Ay-

delotte of WDEL “in recognition and appreciation

G. J. Boines, M.D. J. H. Foulger, M.D.

of his unique contribution to the dissemination of

health information to the people of Delaware and

as an expression of respect and affection for him

as a distinguished Delaware citizen.”

«£

Below: Members of the Medical

Society of Delaware who have com-

pleted 50 years in the practice of

medicine are honored at the House

of Delegates’ luncheon each year.

Eight members attained this dis-

tinguished accomplishment in 1979.

Plaques in honor of this achieve-

ment were presented to Andrew M.
Gehret, M.D., Arthur A. Mencher,

M.D., S. Thomas Miller, M.D., and

Edward S. Parvis, M.D. Members

who received 50-year plaques but

did not attend the luncheon are George J. Boines,

M.D., John H. Foulger, M.D., Catherine P. John-

son, M.D., and Winfield W. Lattomus, M.D.

A. M. Gehret, M.D. C. P. Johnson, M.D.

ANNUAL

MEETING

HIGHLIGHTS

W. W. Lattomus, M.D. S. T. Miller, M.D. E. S. Parvis, M.D.



THE PARTNERSHIP OF PROFESSIONAL

CORPORATIONS NOW HAS A

DRAMATIC NEW ADVANTAGE

Leif C. Beck, LL.B., CPBC
Vasilios J. Kalogredis, J.D., CPBC

Geoffrey T. Anders, J.D., CPA

Background

We recently wrote about the fascinating new

concept of “The Professional Corporation as a

Partner.” (See April, 1979.) It presents a

unique solution to group practices’ dilemmas of

different doctor-members having drastically differ-

ent tax and retirement funding desires.

For example, a partner in a group which does

not wish to be a professional association could

nevertheless incorporate himself; his solo corpor-

ation could be a “partner” and determine its own

retirement plan contribution level. Or a presently

incorporated group could reorganize into a num-

ber of solo corporations, with each such corpor-

ation setting up its own pension and/or profit-

sharing plan. Each doctor could then determine

his own salary level and extent of retirement

funding—a manner of “individualizing” the mem-
bers’ financial and tax planning.

As we previously described, the IRS had es-

sentially recognized this concept so long as each

corporate “partner” included and contributed pro-

portionately for the staff who would typically

be left as employees of the partnership—and not

of any of the corporations. This requirement

seemed eminently fair although it presented some

Messrs. Beck, Kalogredis, and Anders are the principal con-
sultants of Management Consulting for Professionals, Inc., Bala
Cynwyd, Pennsylvania.

practical administrative problems. We also point-

ed out that the “partnership of p.a.’s” approach

could be very costly as to legal and accounting

fees and retirement plan administration expenses.

The approach would typically be worthwhile only

if large dollars were involved or if the members’

financial concerns could not otherwise be recon-

ciled.

New Development

In mid-October, two very striking court deci-

sions were issued which will encourage doctors

to take the “partnership of p.a.’s” approach.

These two decisions hold that a corporate partner

need not include the partnership’s staff employees

in its pension and/or profit-sharing plan. The

opportunity for dollar savings by excluding them

could be dramatic.

Let us describe one of the decisions. In Lloyd

M. Garland, M.D., F.A.C.S., P.A.* the physi-

cian had personally been a partner with another

doctor until he separately incorporated and caused

his corporation to become the partner. Dr. Gar-

land’s corporation then adopted a pension plan

which after the Pension Reform Act of 1974

(“ERISA”) was amended to cover only Dr. Gar-

*73 Tax Court decision No. 2, filed October 4, 1979. The other
decision was similar though based on pre-ERISA law. It had been
decided last year as Thomas Kiddie, M.D., Inc., 69 Tax Court
1055 (1978), and the Ninth Circuit Court of Appeals has just

refused the IRS’s appeal. Thus, a higher court has essentially

taken the same favorable position.
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land. The staff employees were not included

since they continued to be employed by the part-

nership—not by Dr. Garland’s corporation.

The Tax Court approved Dr. Garland’s cor-

porate retirement plan even though the lay em-

ployees were excluded. It recited that the cor-

poration did not control the partnership, neither

as a matter of general law nor as specifically de-

fined in the tax law, since the corporation was not

a greater than 50% partner.

Implications

Under this legal position, a group of doctors

could totally exclude its staff from retirement

plan coverage by creating a partnership of their

separate solo corporations! Or a member of an

unincorporated group could incorporate himself

and contribute to pension/profit-sharing only for

himself. Thus, the thousands of dollars typically

required to cover all employees on a proportion-

ate basis could be saved.

While the IRS might appeal the Garland de-

cision, we believe that the decision is legally cor-

rect and will stand until or unless Congress

should prospectively change it. We therefore be-

lieve that such employee exclusion is an accept-

able tax risk for groups having compelling reasons

to become “partnerships of p.a.’s.” One must, of

course, critically consider the effect on staff

morale and on the inter-doctor relationships of

separating into individual corporations—the tax

tail should not wag the dog.

The potential savings might be considered as

justifying the substantial legal, accounting, retire-

ment plan administration, and other costs of creat-

ing and maintaining such a multi-corporation ar-

rangement. Doctors who were previously re-

luctant to undergo those costs and details might

now find them to be acceptable. And a particu-

larly high-income doctor wishing to deflect dra-

matic amounts of his income to retirement (per-

haps through a “defined benefit” pension plan

keyed to his age) may now be willing to assume

more than a pro-rata share of those costs since

his potential advantage will be still greater.

Continuing Concerns

We believe the new decisions will properly in-

fluence many doctors to switch over to the “part-
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The Partnership of Professional Corporations Now Has a Dramatic Advantage—Beck

nership of p.a.’s” approach, but there continue

to be a number of serious concerns. First of all,

the IRS will probably continue to resist excluding

staff employees even if its position is somewhat

of a lost cause. Among its alternate lines of at-

tack would be the underlying inter-corporate

partnership agreement, for none of the decisions

has directly considered whether a corporate part-

ner or the doctor himself is the actual earner of

the partnership income. Therefore, the details of

creating the entire relationship to withstand such

attacks will have to be carried out with particular

experience and care—too much is involved for

casual handling.

Secondly, we think the result of these Tax Court

decisions will be considered repugnant to the

overall intent of tax-favored retirement plans.

There will undoubtedly be proposals in Congress

to change the law, and they may pass. Tax law

changes, however, are typically prospective in

their application so that the savings accomplished

before any deadline would not be lost. We see

the likelihood of legislation as a strong reason

why groups considering a “partnership of p.a.’s”

should move quickly.*

Thirdly, all the inter-doctor group practice

concerns, the personnel management effects, and

the cost considerations previously discussed must

be weighed. The corporate partnership relation

will be worthwhile only if it avoids interfering

with the good aspects of a successful practice.

The need for this perspective is another reason

why very conscientious, impartial advice is es-

sential.

Conclusion

The “partnership of p.a.’s” now becomes an

opportunity both for legitimate inter-doctor flexi-

bility and for very substantial dollar savings. But

its very dramatic aspects also call for perceptive

evaluation and extreme care in handling the de-

tails. The rewards can be even greater than pre-

viously anticipated; but they can easily be lost.

*The net effect for some such groups may be to offset the very

heavy first-year fees of creating the arrangement against the

first year’s retirement plan saving. If the tax law thereafter

requires proportionate coverage of the partnership’s staff em-
ployees, that ongoing situation should then be acceptable.
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CONTROL OF VENTILATION IN

NEAR-MISS INFANTS

Dorothy Kelly, M.D., Assistant Pediatrician

and Co-Director, Pediatric Pulmonary Labora-

tory, Massachusetts General Hospital, Boston,

Massachusetts. Adapted from a presentation to

the Department of Pediatrics at the Wilmington

Medical Center, Wilmington, Delaware.

It is possible that sudden death in infancy

(SIDS), although unexpected, might actually be

heralded by subtle signs which neither physicians

nor parents recognize. If this were true, signs

of inadequate ventilation, abnormal respiratory

rhythms such as periodic apnea, cardiac ar-

rhythmia, or other signs of inadequate circulation

might be detected.

We began to evaluate near-miss SIDS, that is,

infants with an episode of apnea, limpness, cya-

nosis, pallor, or unresponsiveness during sleep

who recovered after vigorous stimulation or other

resuscitative efforts and in whom no causes of

their problem were found, for signs of inadequate

ventilation or arrhythmias.

Many of these infants during a 12-hour record-

ing of respirations and heart rate in nocturnal

sleep do have an increased incidence of apnea.

We studied the occurrence of periodic breathing

in 32 near-miss infants and compared them with

32 normal infants matched for gestational and

chronologic age. Periodic breathing occurred in

both normal and near-miss infants but was more

frequent and of longer duration in the near-miss

infants (1.8% of sleep time as compared to

0.4% in the controls). Furthermore, the longest

enisode of periodic breathing was 2.2 minutes in

‘he near-miss infants as compared to less than

1 minute in the control. The exact percentage of

sleep time spent in periodic breathing, however,

was not predictive of those infants who would

require a subsequent resuscitation. Therefore,

the differences between normal infants and near-

miss SIDS are qualitative rather than quantitative.

We also evaluated the ventilatory response to

5% carbon dioxide in near-miss infants and com-

pared this to control infants. The result showed

that the near-miss infant has a significantly lower

ventilatory response to carbon dioxide. In addi-

tion, while breathing room air in quiet sleep, the

near-miss infant has a significantly higher end

tidal pCCb.

We concluded that some infants with near-miss

SIDS have an impairment in ventilatory control

as demonstrated by sleep apnea, excessive peri-

odic breathing, alveolar hypoventilation, and de-

pressed response to breathing 5% carbon dioxide.

Because some of these abnormalities are present

in siblings prior to any resuscitative episode, we

suspect that these defects are also present prior

to the near-miss episode.

A program to manage such infants with apnea

and cardiac monitors at home was begun in 1973,

since which 76 near-miss infants have been moni-

tored. Forty-six of them have required either

resuscitation or vigorous stimulation to resolve

a subsequent sleep apneic episode. In 29 infants,

more than one such incident has occurred. Four

of the 46 infants died, three because of a delay

in responding to the alarm, and one because of

severe obstructive sleep apnea which began while

awake. There have been no deaths in two and a

half years.

Because recurrent prolonged sleep apnea and

hypoventilation can produce pulmonary and sys-

temic hypertension, congestive heart failure, and

subtle damage to the cerebellar white matter as

well as death, we do recommend that near-miss

infants be closely evaluated and treated. Treat-

ment should include 24-hour surveillance. If this

is done in the home, the parents must be thor-

oughly trained in CPR and in the use of an apnea

and/or cardiac monitor.
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Highlights

A study was carried out to determine if moni-

toring an infant at home adversely affected the

families. All families were monitored with a

support system consisting of 24-hour availability

of program pediatrician, nurse, technician, and

monitor repair man. Social service and VNA
were also extensively involved. The results of

the study indicated that anxiety in 75% of the

families was actually relieved by home monitor-

ing.

V£ tS

SEXUAL AND MARITAL

CONFLICT

Gregory Sarmousakis, M.D., Senior, Depart-

ment of Psychiatry, Wilmington Medical Center,

Wilmington, Delaware. Adapted from a presen-

tation to the Department of Family Practice, Wil-

mington Medical Center, Wilmington, Delaware.

The strategy and techniques for complete or

partial circumvention of sexual or marital con-

flict must vary according to the patient’s needs.

In more complicated cases the one common strat-

egy used by the therapist is a directed analysis

with the patient of his own psyche with emphasis

on what the patient must change in himself in

view of his analysis of the conflicts within him-

self. At times a couple is seen together in which

case the same process is followed with each part-

ner alternating while the other listens. Only when

the internal conflicts of each patient are clearly

seen to relate to the couple’s conflict is the rela-

tionship discussed.

A favorite technique for effecting this strategy

is the use of eidetic imagery (Eidetic images are

interval images which are clear, very strongly felt,

and repeatable.) In couples therapy, eidetic im-

ages also have the advantage of allowing each

partner to thoroughly look at and discuss himself

without attacking his partner, thereby allowing

the partner to be much more empathetic.

REFERENCE
“Psycheye,” A. Ahsen, Ph.D., 1977, Brandon House, New York.
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ARMAND N. DeSANCTIS, SR., M.D.

Following a long illness, Armand Neal DeSanc-

tis, Sr., M.D., passed away on July 3, 1979.

Dr. DeSanctis practiced as a primary physician

in this area for approximately 13 years, but his

career included extensive work in the fields of

virology, immunology, and tropical diseases.

He graduated from West Chester State College,

Thomas Jefferson University, and New York Med-
ical College. Additional training included a fel-

lowship in tropical diseases at Louisiana State

University. Prior to attending medical school,

Dr. DeSanctis was involved in virology research

with Merck Sharp & Dohme Institute as well as

with Smith Kline & French Laboratories. This in-

terest in research in viral immunology continued

throughout his medical school days and his years

of practice here in the Wilmington, Delaware area.

Dr. DeSanctis was considered to be an authority

on the subject of Arborvirus vaccines, and his

clinical investigation of these products carried

him to all parts of the world. He was a principal

investigator of a variety of vaccines for the Na-

tional Institutes of Allergic and Infectious Diseases

and uniquely coupled this investigative interest

with his busy primary practice here in Delaware.

At the time of his death, Dr. DeSanctis was the

Scientific Director for Biological Vaccines Re-

search and Development at the Salk Institute,

Government Services Division, in Swiftwater,

Pennsylvania, as well as being Director for Medi-

cal Affairs of Connaught Laboratories also located

in Swiftwater.

He served in the US Army Medical Corps dur-

ing World War II and was a colonel in the US
Army Medical Corps Reserve, serving as brigade

surgeon and commander of Medical Company B
of the 157th Infantry Brigade headquartered at

Horsham, Pennsylvania.

Dr. DeSanctis authored a number of articles

in the medical literature and was a member of

many scientific and professional societies.

Dr. DeSanctis is survived by his wife, Anna
Lorana Truax DeSanctis; a daughter, Lorana

Elizabeth Riney of Aston, Pennsylvania; and a

son, Dr. Armand Neal DeSanctis, Jr., who prac-

tices in Delaware. In addition, he is survived by

his mother, Mrs. Rose DeSanctis, who lives in

Media, Pennsylvania, and a sister, Mrs. Mary
Davis of Brookhaven, Pennsylvania. He was

56 years of age at the time of his death.

William J. Holloway, M.D.

% Vi Vi

ALEXANDER L. CZEBOTARI, M.D.

Alexander L. Czebotari, M.D., of Seaford died

July 31, 1979, after a short illness.

Dr. Czebotari was a family practitioner in

Millsboro until six years ago when he became
associated with the Medical Department of the

duPont Company at Seaford.

He is survived by his wife, Ruth C., and two

daughters, Christine of Wilmington and Eve, at

home.

The American Heart Association of Delaware

at Railroad Avenue and Depot Street in George-

town is accepting contributions in his memory.

Vi Vi Vi

JOYCE Z. PEARSON, M.D.

At the age of 50, after a lengthy chronic illness,

Joyce Z. Pearson, M.D., died on September 25,

1979.

Del Med J rl, Nov 1 979—Vol 5 1 , No 1
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In 1968 she became Director of the local alco-

holism clinic when it was established as a part-

time outpatient clinic. Under her direction, the

local center developed to a full-time operation as

the Alcoholism Clinic of the Wilmington Medical

Center. As Medical Director for more than ten

years, she took a personal approach to the prob-

lems of the alcoholic, frequently working with

the entire family. Her basic dedication was to

help the alcoholic believe that sobriety is worth-

while and that alcoholism is not a hopeless situa-

tion.

A graduate of Johns Hopkins Medical School,

she interned at the University of Illinois Research

and Education Hospital in Chicago from 1954

until 1957. She was then in private practice in

Wilmington from 1958 until 1962, when she be-

came a clinical assistant at the former Delaware

Hospital. From 1965 to 1967 she worked at a

mental hygiene clinic in Charlotte, North Caro-

lina. She returned to Wilmington, Delaware, in

1967.

A member of the New Castle County Medical

Society, the Medical Society of Delaware, and the

American Medical Association, she was elected

to the American Academy of Family Physicians

in 1968.

She is survived by her husband, Wayne E. Pear-

son; two sons, Steven W. of Philadelphia and

Eric A. of San Diego, California; a daughter,

Carol J., at home; her parents, Mr. and Mrs.

Amos B. Ziegler of Pottstown, Pennsylvania; and

a brother, Donald A. Ziegler of Vincennes, In-

diana.

Contributions in her memory are being accepted

by the American Cancer Society.

Charles M. Bancroft, M.D.

The Doctor’s Bag
1 320 Washington Street

Wilmington, DE 1 9801

(302)654-9976

There is an alternative to

drugs in fighting the battle

against pain.

Many medical professionals

agree that drugs, with their

known side effects, are not

always the best weapon to

combat pain. There is an

alternative: Transcutaneous

Electrical Nerve Stimulation

(TENS). Helping to manage pain

electronically.

Stimtech is a leading

manufacturer of a full line of

TENS devices and accessories.

Caution: Federal Law (U.S.A.) restricts

this device to sale by, or on the order of, a

physician. Warnings: For external use
only. TENS devices can affect the opera-

tion of cardiac pacemakers; not recom-
mended for use by patients with known
myocardial disease or arrhythmias, with-

out physician evaluation. Do not stimu-

late the eye area. Do not stimulate over

the carotid sinus nerves, laryngeal, or

pharyngeal muscles. Do not allow chil-

dren to operate TENS devices without
adequate adult supervision. Avoid abrupt
changes of stimulator controls while
operating dangerous machinery. Contra-

indications: Absolute contradindications

In addition to the STIMPULSE™
and STIMETTE™ Stimulators

shown here, The Doctor's Bag
carries the complete range of

Stimtech single and multiple

output channel TENS devices and
Stimtech accessories.

And The Doctor’s Bag offers a

lease program for patients

requiring stimulators, with 1 00%
of the first month’s rental

applicable to the purchase price.

Call The Doctor's Bag today and

get the full story on how TENS
therapy can help you and your

patients.

have not |-een established. Precautions:
Safety of stimulation has not been
established during pregnancy or delivery.

Exercise caution when stimulating facial

areas: Do not stimulate the eye area.

STIMTECH’ Stimulators should only be
used with electrodes and accessories
provided by STIMTECH, INC. Use the

STIMTECH® Stimulator only for that pain

problem for which it is prescribed. Turn
the stimulator power off before removing
or applying electrodes. Side Effects:

Possible skin irritation beneath or around
electrode site. If skin irritation occurs,

consult your physician.
©Stimtech, Inc. 1978 Printed in U.S.A.
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THE INNOCENCE OF DREAMS by Charles Rycroft,

M.D., Pantheon Books, New York, 1979. 184 pp.

Price $10.00.

This book discusses a perennially fascinating

subject. The author is one of England’s most

distinguished psychoanalysts. His approach to

dreams is different from Freud’s. Whereas Freud

considered dreams to be symptomatic of an un-

derlying neurosis, Rycroft considers dreams to be

an extension of the imagination. There are ex-

amples of dream analysis both from the classic

analytical literature and from the author’s experi-

ence. This book is difficult to read and is recom-

mended only to psychiatrists and psychologists

with an interest in this subject.

IMMUNOPATHOLOGY OF THE KIDNEY by Boris

Albini, M.D., Jan R. Brentjens, M.D., and Guiseppe

A. Andres, M.D., Year Book Medical Publishers,

Chicago, 1979. 198 pp. Illus. Price $19.95.

This is number 11 in a series of monographs

from England covering specific topics in the field

of immunology. According to the authors, the

book is designed to fill the gap between im-

munology and clinically oriented texts.

This is a good review of the history of serum

sickness and immune complex disease. It covers

the history, basic mechanisms, and nephrotoxic

nephritis. There are good basic discussions of

the immunopathology of kidney disease in boih

animals and man.

This monograph is mainly research-oriented.

Howard Leibowitz, M.D.

Dr. Leibowitz is a senior medical resident at the Wilmington
Medical Center.

as it?

THE HAND BOOK by Stephen Ariyann, M.D., The

Williams and Wilkins Company, Baltimore, 1978.

298 pp. Illus. Price $9.95. Paperback.

The Hand Book is a good basic text on hand

surgery. It is a guide to medical students and

residents who wish to learn the fundamentals of

hand surgery. It certainly cannot be considered

Del Med Jrl, Nov 1979—Vol 51, No 11

the last word in hand surgery, but it does make

instructive reading.

Each page of print has facing it a page of illus-

tration relating to the text. The simple line draw-

ings utilized are excellent. Unfortunately, the

few photographs are in black and white and be-

cause of their minute size are difficult to compre-

hend. Each page of print is followed by two

blank pages for the purpose of writing notes, so

that it can become a very personalized book.

The chapters on Anatomy and Examination of

the Hand are particularly good. Some of the

chapters are very sketchy, but this is not the final

reference book. I do feel, however, that this

book should be highly recommended.

Errol Ger, M.D.

MANUAL OF NEUROLOGIC THERAPEUTICS WITH

ESSENTIALS OF DIAGNOSIS edited by Martin A.

Samuels, M.D., Little, Brown and Company, Boston,

1978. 436 pp. Price $12.50. Spiral Bound.

The Manual resembles others in the Little,

Brown series, such as the Manual of Medical

Therapeutics, and covers nearly all aspects of

neurology in an outline form, with text under each

heading. It has an extremely complete index and

is broken down into chapters according to the

clinical problem (eg, dizziness, backache, move-

ment disorders), both of which make the Manual

extremely easy and quick to use.

Notable features include clear descriptions of

availability, dosage, complications, and available

routes of administration for nearly all drugs men-

tioned in the entire volume, including anticon-

vulsants for status epilepticus, drugs to reduce

cerebral edema, various therapies for migraine,

and others; this information is not found in most

textbooks. This style has already been quite suc-

cessful with the Manual of Medical Therapeutics,

and this Manual is equally helpful. It covers the

basics of neurology including coma, headache, in-

tellectual dysfunction, dizziness, backache, sei-

zures, stroke, neoplasms, infectious diseases,
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trauma, toxic and metabolic diseases, movement

disorders, etc. Each chapter includes not only

highpoints on the physical examination (eg, an

excellent description of the exam on the comatose

patient), but also features the lab testing as well

as key points in the therapy.

The price is comparable to the other books in

the series and makes it quite affordable. It is a

quick, ready reference for the general practitioner

and internist alike. The Manual will undoubtedly

be updated on a regular basis like the other books

in the Little, Brown series, keeping them as up-

to-date as possible.

Bruce C. Turner, M.D.

vs vs vs

DISORDERS OF THE FEMALE URETHRA AND URI-

NARY INCONTINENCE edited by William G. Slate,

M.B., Ch.B., M.S., The Williams and Wilkins Com-

pany, Baltimore, 1978. 206 pp. Illus. Price $24.50.

This slim book of some 200 pages is an out-

growth of a symposium on the Treatment of Dis-

orders of the Female Urethra and Urethrovesicle

Junction, which was held at the Wilmington Medi-

cal Center, November 10-11, 1976. The sym-

posium was initiated through the energies of Dr.

Oscar Nathan Stern, now deceased, a senior mem-
ber during his lifetime of the medical staff of the

Wilmington Medical Center. The symposium

consisted of contributions by 14 participants rep-

resenting a distinguished panel of experts from a

variety of outstanding institutions. Holding their

own in this galaxy of stars are two contributions

from members of the staff of the Wilmington

Medical Center, specifically Dr. William J. Hollo-

way on the Management of Lower Urinary Tract

Infections in the Female Patient, and Dr. Richard

Hayden on the Long-Term Results in the Treat-

ment of Stress Urinary Incontinence.

In concise fashion ranging from four to 21

pages respectively, the entire field of urethral dis-

orders and urinary incontinence is covered, be-

ginning with the anatomy and continuing into the

physiology and the pathology, and then discussing

urinary incontinence in children, adolescents, and

the adult female. Various aspects of abnormali-

ties of female bladder function, urinary control,

and diagnostic procedures required to elucidate

the nature of the problem before approaching the

variety of surgical and other management ap-

proaches to urethral disorders and incontinence

are covered in a masterful manner. At the end

of the book is a short essay on cystometry, fol-

lowed by an algorithm for the diagnostic evalua-

tion and therapy of women with problems arising

in the lower urinary tract, a very useful chart

which should sharpen the thinking of those faced

with these problems in their practice.

What is most interesting in reading the book

is the evidence of a growing perception concern-

ing the complexities of the role of the urethra

in the constellation of problems which come under

the joint aegis of the gynecologist and urologist.

This short, slim tube tucked beneath the sym-

physis and above the vagina is taken for granted

when it works perfectly, but when disordered,

when traumatized, when infected, when altered

over the course of time either by anomaly or by

insult, it becomes a challenging problem to phy-

sicians, a problem for which total solutions are
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tion, FDA has classified the following indications as "prob-

ably effective

For the treatment ol functional bowel / irritable bowel

syndrome (irritable colon, spastic colon, mucous
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not easily achieved and for which careful diag-

nostic study is required in order to select and

apply the appropriate treatment offering the

highest probability of cure. All the problems

are not solved, an observation evident from the

variety of methods proposed by different contribu-

tors to the particular problem of incontinence.

It is obvious that huge strides have been made
in our understanding and in our ability to treat

the urethra, and it is only reasonable to expect

that further improvements will be made, an op-

timism based on the insights being brought to bear

by the contributors to this handy volume who
have brought the urethra into the forefront of

the consciousness of practitioners in the field of

gynecology and urology.

The book is designed for easy reference, for

specific readings on particular aspects of the

problems of the urethra, and the index is well

designed for quick access to specific problems.

Dr. Slate is to be complimented for the expert

editorial function which he assumed in bringing

this volume to publication with the hope and

expectation that it will prove a reliable and

widely used reference and source of information

about the disorders of the female urethra and the

problem of urinary incontinence.

Norman L. Cannon, M.D.

Vi Vi vn

CONTAINING COSTS IN THIRD PARTY DRUG PRO-

GRAMS by David A. Knapp, Ph.D., and Francis B.

Palumbo, Ph.D., Drug Intelligence Publications,

Inc., Illinois, 1978. 246 pp. Price $12.00.

This book consists of competent abstracts of

250 papers or reports, mostly published between

1970-1977. An excellent quick reference book

for those interested.

THE THYROID AND ITS DISEASES, 4th ed, by Leslie

J. De Groot, M.D., John B. Stanbury, M.D., et al,

John Wiley and Sons, Inc., New York, 1975. 823

pp. Illus. Price $39.50.

This is the fourth edition of this redoubtable

thyroid text. It includes everything most every-

Merrell
MERRELl NmI IONAL LABORATORIES
'Vision Ol R.crwoson Merrell Inc
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one would want to know about the thyroid, and

more.

DIABETES MELLITUS CASE STUDIES by Buris R. Bo-

shell, M.D., Medical Examination Publishing Com-

pany, Inc., New York, New York, 1976. 240 pp.

Price $12.00. Spiral Bound.

A few months ago I attended a three-day course

on diabetes at the acme and the epitome of dia-

betic care, the world-renowned Joslin Clinic. To

my disappointment, only one speaker of the 26

—

and he for less than one hour of the approximately

24 spent in class—concerned himself with what

to me should have been the nitty gritty of a course

entitled Diabetes Mellitus in General Medicine:

how to evaluate an individual diabetic patient’s

needs for insulin, manipulate the timing, quanti-

ties, and type of insulin prescribed.

In these case studies prepared by Dr. Boshell

and his associates, theory subsumes clinical

management rather than vice versa. This par-

ticular edition preceded the withdrawal of phen-

formin from the market so that following the

author’s suggestions about using phenformin is

no longer possible even though oral hypogly-

cemics are coming back into therapeutic style

again.

These case studies are a better way to evaluate

one’s useful knowledge about diabetes than most

papers or lectures on diabetes.

SICK: How People Feel About Being Sick and What
They Think of Those Who Care for Them by Robert

C. Hardy, Teach’em, Inc., Chicago, 1978. 361 pp.

Price $14.95. Paperback.

It would be instructive, even if not pleasant,

for all physicians to read these hardly edited,

first-person descriptions by a variety of patients

of their illnesses and hospital experiences. The

experiences and illnesses described vary from

labor through pneumonectomy and plantar wart

removal, to removal (the outcome was a semi-

disaster) of a fat and drooping abdomen. The

most valuable part of the stories is the opportunity

to get patients’ versions of their illnesses and

their treatment.

I can’t imagine that anyone but the most inde-

fatigable enjoyer of other people’s operations
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would read the book from cover to cover. Yet

the stories are moving, if only for their candor:

the high spot of the week for a man on dialysis

comes during its first hours when with impunity

he eats things usually forbidden, specifically

watermelon and cantaloupe, because the machine

will excrete the water for him.

Another patient’s story ends with this state-

ment:

“I think hospitals try to do a good job but

I can’t say that they, or any other health

institution for that matter, are really

planned or seen with the patient as the

number one consideration. I suspect that

most of them are run for the convenience

and benefit of the people who run them.”

I was finished with my review of this book

before I noticed that according to the back cover,

the author at one time “managed the pharmacy

at the Delaware Hospital in Wilmington.”

1979 MEDICAL AND HEALTH ANNUAL edited by

Ellen Bernstein, Encyclopaedia Britannica, Inc.,

Chicago, 1978. 448 pp. Illus. Price $14.95.

A slickly produced volume, beautifully illustrat-

ed and reasonably priced, which purports to an-

swer the question, “Are modern life and advancing

medical know-how turning us into hypochon-

driacs?” by providing well-written articles by well-

known physicians on such things as hypochondria,

health in China today, living with leukemia, hyper-

active children.

A nice gift for non-physicians interested in

medicine, and for browsing by doctors interested

(as we all should be) in what is available for

patients to read.

SPANISH/ENGLISH HANDBOOK—FOR THE NURS-

ING AND MEDICAL PROFESSIONS Compendio en

Ingles y Espanol—Para las Profesiones de En-

fermeria y Medicina by Grace Howell, B.S.N., and

Jesus Perez Y. Sabido, M.A., Medical Economics

Company, Oradell, New Jersey, 1977. 153 pp.

Price $5.95.

While this book was on my desk, a new patient

appeared in my office for evaluation of a goiter.

After I examined her neck, she began to cough.

667



Book Reviews

I was particularly interested to know whether her

coughing had been induced by mj/ physical ex-

amination or was something she had been doing

for several days. I found the word for cough

(tosa), but this was no substitute for the bilingual

interpreter who came with her.

However, of all of the Latin languages, Spanish

is the one with the most cognates so physicians

who see many Spanish patients could, if they

wanted to, readily learn some of the more im-

portant phrases. Just using a few of them greatly

assures patients isolated and unnecessarily fearful

because of their inability to speak English.

Respire profundo. (Breathe deeply.)

Abra bien la boca. (Open your mouth wide.)

Tiene usted algun tipo de seguro encaso de en-

fermedad? (Do you have any kind of medical in-

surance?)

ANATOMY OF RESEARCH IN ALLIED HEALTH by

Franklin Stein, John Wiley & Sons, Inc., New York,

1976. 294 pp.

There are eight research models: experimental,

methodological, evaluative, post factor design

(heuristic), correlational, clinical observation,

survey, and historical. (Table 3.1) There are

five psychological blocks in the selection of a

research problem (pg 165). In 1973 there were

about 333,300 MD’s, 12,000 DO’s, and 815,000

RN’s in the United States, but only 26,900 vet-

erinarians.

This book would be useful for all types of

health professionals contemplating research pro-

jects.

The author is a Ph.D. occupational therapist.

DIABETES, OBESITY, AND VASCULAR DISEASE

Metabolic and Molecular Interrelationships edited

by Howard M. Katzen and Richard J. Mahler, John

Wiley & Sons, Inc., New York, 1978. 698 pp. Price

$27.50.

To which population will it make the most dif-

ference, if any, if dishes of cashew nuts are put

out in bright light or in dim—a group of over-

weight persons or one of normal weight? An-

swer: Persons of normal weight will eat just as

many cashews if they are displayed in dim light

as in bright; overweight persons will eat more

when the lights are brightly lit than when they

are dimly lit.

This is an experiment in salience, described in

a chapter entitled “Psychological (Exogenous)

and Endogenous Factors in the Regulation of Nu-

tritional Uptake.” Most of these two volumes

is much harder to read, but for the serious student

of carbohydrate metabolism or of diabetes, they

should be valuable source material, particularly

since each chapter is so extensively referenced as

to serve as a good bibliographic review of any of

the aspects of diabetes or the related problems of

obesity and vascular disease.

Bernadine Z. Paulshock, M.D.

Going home.
It’s powerful medicine.

Sometimes going home from the hospital to

recuperate is the best medicine there is We can help by
sending qualified health care specialists home with

you for as long as you need them Call HOMEMAKERS
UPJOHN®, when you re ready to go home

Telephone: 656-2551

UPJOHN
HEALTHCARE
SERVICES 5M

2319 Pennsylvania Avenue
Wilmington, DE 19806
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Speakers on
“Ask the

Doctor”

Speakers for December 1979 on the Tuesday radio program (1 1:05 a.m., WDEL)
produced by the Medical Society of Delaware are: December 4, William L. Jaffee,

M.D., Hypoglycemia; December 11, Charles R. Rickards, M.D., Glaucoma; De-

cember 18, Leonard Rosenbaum, M.D., Seeing the Unborn Child with Sound.

In the News Elected at the 190th Annual Meeting of the Medical Society of Delaware on No-

vember 16 were Robert B. Flinn, M.D., President; Charles M. Smith, M.D., Vice

President; Joseph F. Kestner, Jr., M.D., Secretary; Peter R. Coggins, M.D., Treas-

urer; Roger B. Thomas, Jr., M.D., AMA Delegate; and Rhoslyn J. Bishoff, M.D.,

AMA Alternate Delegate.

Martin J. Cosgrove, M.D., Seaford, is the new president of the Delaware Society of

Nuclear Medicine. Robert L. Meckelnburg, M.D., Wilmington, is the new sec-

retary-treasurer. Delegates to the American College of Nuclear Physicians are

Drs. Richard Ward, Wilmington, and Santos Delgado, Milford.

Steven L. Edell, D.O., Wilmington, presented an exhibit entitled “Sonographic

Evaluation of Iliac Artery Aneurysms” at the 24th Annual Meeting of the Ameri-

can Institute of Ultrasound in Medicine, Montreal, Canada, in August.

Vincent DelDuca, Jr., M.D., Wilmington, is the Medical Society of Delaware Dele-

gate to the 1980 Quinquennial Meeting of the United States Pharmacopeial Con-

vention.

US Census The 20th Decennial Census of Population and Housing will officially begin on

Tuesday, April 1, 1980. The census is expected to count approximately 222 mil-

lion people and 86 million housing units. Every household in the US will receive

a census questionnaire in the mail on March 28, 1980, and will be asked to answer

the questions. While Federal law (Title 13 of the US Code) requires everyone

to answer the census, the same law assures that every person’s answers to the

census are confidential.

Volunteers Cambodian refugees continue pouring into the camps in Thailand and are in des-

Needed perate need of medical care. Volunteer physicians are needed. Transportation

and living expenses are provided. Please contact John M. Levinson, M.D., Aid

for International Medicine, Inc. (AIM), 654-5848.

Impaired DO YOU KNOW AN IMPAIRED PHYSICIAN? THE MEDICAL SOCIETY
Physicians OF DELAWARE CAN HELP. Call Calvin B. Hearne, M.D., Chairman of the

Program Impaired Physicians Program, at (302) 654-1001.
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In Brief

CLINICAL NOTICES AND MEETINGS

Virgin Islands THE FIFTH ANNUAL MIDWINTER CLINICAL CONFERENCE of the Virgin

Medical Society Islands Medical Society will be held January 23-26, 1980 at the Bluebeard’s Castle

Hotel, St. Thomas, U.S. Virgin Islands. It is being presented in association with Cor-

nell University Medical College. This continuing medical education offering meets
the criteria for 16% hours of credit in Category I for the Physician’s Recognition

Award of the American Medical Association and the National Medical Association.

Letters of certification will be mailed to all persons who attend. For further informa-

tion, contact: Andrew H. Littell, M.D., Virgin Islands Medical Society, P.O. Box
9626, St. Thomas, Virgin Islands 00801.

AMA— The AMA will present the first of its special “Theme Meetings” on CARDIOVAS-
Theme Meetings CULAR DISEASE on April 10-23, 1980, in Los Angeles, California. For further infor-

mation, contact: Steven V. Seekins, Director, Public Relations, American Medical

Association, 535 North Dearborn Street, Chicago, Illinois 60610. Telephone: (312)

751-6600.

University of The Maternal and Child Health Program, University of California School of Public

California Health, Berkeley, announces the following training opportunities for obstetricians and
pediatricians: BASIC TRAINING IN MATERNAL AND CHILD HEALTH, ADO-
LESCENT HEALTH, HEALTH OF THE SCHOOL-AGE CHILD, FAMILY PLAN-
NING, HANDICAPPED CHILDREN, COMPREHENSIVE CARE (AMBULATORY
PEDIATRICS), PERINATOLOGY, and DOCTORAL PROGRAM (DOCTOR OF
PUBLIC HEALTH). For further information, contact: Helen M. Wallace, M.D.,

Professor and Chairman, Department of Maternal and Child Health, University of

California School of Public Health, Berkeley, California 94720.

International THE 20th INTERNATIONAL CONFERENCE ON LEGAL MEDICINE sponsored

Conference— by the American College of Legal Medicine will be held May 14-17, 1980 at the

Legal Medicine Houston Oaks Hotel, Houston, Texas. The program will be open to all physicians,

lawyers, scientists, paramedical personnel, and other interested people. For further

information, contact: Marshall B. Segal, M.D., J.D., FCLM, Program Coordinator,

American College of Legal Medicine, 1340 North Astor Street, Suite 2608, Chicago,

Illinois 60610. Telephone: (312) 642-1082.

CLASSIFIED AD SECTION

Classified Ads are limited to use by members only on a one-time basis. Advertisements under the Classi-

fied Ad Section should be 30 words or less, set solid. The Editorial Board reserves the right to edit copy.

Closing date for new copy is the first of the month for inclusion in the current issue. Call the Journal

office, 658-7596 for further information.

Classified advertisements of a professional nature are free to members on a one-time basis.

INTERNIST: 1977 Jefferson Medical College gradu-

ate seeking position in Delaware. Available June
1980.

FOR SALE: Pelton-Crane autoclave, model No.
OCR; examining table; L-shaped secretary’s desk.

All practically new. Anxious to negotiate reasonable

sale. Call 658-1600.

HEMATOLOGIST-ONCOLOGIST: Seeking posi-

tion in Northern Delaware. Private practice of

Hematology-Oncology-Internal Medicine or hospital-

based academic. Available September 1980.

UROLOGIST: Seeking practice in Delaware. Avail-

able June 1980.
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IS IT STREP?
Isoculfanswers on the spot.
in-office diagnostic culturing system

• identifies beta-hemolytic streptococci
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FROM THE DELAWARE CANCER NETWORK*

REPORT ON THE AMERICAN COLLEGE OF SURGEONS MEETING

Leslie W. Whitney, M.D.

At the American College of Surgeons Meeting,

held in Chicago on October 29 -November 1, Dr.

John M. MacKeigan of Michigan State University

recommended that patients with colorectal cancer

have oophorectomy performed as part of their

primary surgery regardless of the patient’s age

and the primary site or stage of the tumor. He
bases this recommendation on statistics showing

that the frequency of metastatic carcinoma to the

ovaries in women with colorectal cancer is be-

tween five and eight percent, and survival after

removal of grossly abnormal ovaries has occurred

in only seven reported cases.

In the past, recommendations have been made

that all colon cancer patients over 40 should have

prophylactic oophorectomy, but MacKeigan sug-

gests that patients who develop metastasis of the

ovary are often more youthful than those who
do not, which supports the belief that a function-

ing ovary is more prone to support metastatic

malignancy.

Right colon cancer is more likely to metasta-

size in older women compared to cancers of the

left colon or rectum. Tumors of all stages of

differentiation metastasize to the ovaries, but the

Duke’s stage of the primary cancer seems to cor-

relate with a likelihood of metastasis; all of the

patients in two series reviewed were Duke’s C
lesions.

A survival with ovarian metastasis is notori-

ously poor; it is speculated that some patients

with undetected or early metastatic disease of the

ovaries might have a better chance of survival if

oophorectomy were performed at the time of re-

section of the primary lesion. Since bilateral

oophorectomy adds very little to the operative

risk, present recommendation is that oophorec-

Dr. Whitney is Director of the Delaware Cancer Network.

•An NCI-supported agency located at 1200 Jefferson
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tomy now be performed in all women patients

with colorectal cancer.

Dr. John Minton, Professor of Surgery, Ohio

State University in Columbus, reported on a new

approach to the “second look” operation for colon

cancer. The “second look” operation was intro-

duced by Wagensteen 25 years ago; 17% of his

patients were reported to be converted thereby

to a cancer-free state. In the study reported, in-

stead of an arbitrary time interval for reoperation,

serial Carcinoembryonic Antigen (CEA) values

were used as the indicator of recurrence of colon

cancer with need for “second look” operation.

A total of 44 patients were examined in this

fashion, without operative mortality. There were

22 retrospective and 22 prospective patients in

the study. The prospective results showed that

when the CEA was followed at monthly intervals

for two years, 15 of 22 patients had recurrent

disease resectable at “second look” for cure. Thir-

teen of these remained free of disease. Six of the

patients had unresectable disease, and there was

one false negative.

In the retrospective study of 22 patients, six

had resection for cure. Of these, four of six

were alive and free of disease four or more years

after their second resections.

On the basis of this report, a recommendation

was made that patients with colon cancer be fol-

lowed with serial CEA determinations every one

or two months, particularly in Duke’s B and C car-

cinomas, paying particular attention to the CEA
level between the sixth and eighteenth months

after operation. A rising CEA during this time

is considered as an indication for surgical ex-

ploration in spite of the absence of palpable or

demonstrable disease by ordinary diagnostic

methods.

Street, Wilmington. Delaware 19801. Tel. (302) 428-2113.
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ing to lower your medical cost for em-
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you look at your budget expenses. Our
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decide how you can improve your
expenses chart next year.
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MEDICAID FRAUD UNIT

Far from being alarmed or resentful at the announcement on December 10th

that the Delaware Department of Justice will establish a Medicaid Fraud Unit,

most physicians, I believe, welcome the news. We as physicians strongly con-

demn any kind of fraud, but particularly fraud in medicine.

Unfortunately, organized medicine does not constitute a legal body with investi-

gative facilities. The Attorney General’s office has been empowered appropriately

to make such investigations, and we will work with their Medicaid Fraud Unit

to seek out those who may have violated the law.

Based on long association with the medical profession in Delaware both from

day-to-day professional work and also from organized professional activities of

the Medical Society, I would be very much surprised if more than a miniscule

number of the profession are engaged in activities like medical fraud. Nevertheless,

investigations by Medicaid Fraud Units elsewhere have almost uniformly uncov-

ered some fraudulent practices. It would be foolish to believe that there was no

possibility of something being uncovered here in Delaware. At the very least, we

cannot afford to be complacent.

Accordingly, we should all as individuals and as a group do everything possible

to cooperate with Attorney General Gebelein and his Fraud Unit to be sure that

his investigations are comprehensive and with the hope and expectation that if

anything is uncovered it will not involve a Delaware physician.

Del Med Jrl, Dec 1979—Vol 51, No 12 679



Just a Reminder...
What Blue Cross and Blue Shield of Delaware does not cover.

Blue Cross and Blue Shield benefits are comprehensive—
but there are limits. Why? With restrictions, health benefits are
expensive. Without limits, they’d be unaffordable.

And, all of us have an interest in keeping health benefits

affordable.

What is not covered? Limits are spelled out in virtually all

Blue Cross and Blue Shield benefits books and contracts. But—
just as a reminder— we’ll be using this space incoming months
to discuss procedures and services which are not covered.

This month: Diagnostic Admissions. We do not pay for

diagnostic admissions if the tests can be performed safely on an
outpatient basis. Some examples where coverage is not provided:

• Where there is more than one pre-operative day to

perform tests before elective surgery.

• Where the patient is hospitalized for tests simply as a

matter of convenience to the patient, and when those

tests are provided as part of an ambulatory service.

In coming months we'll discuss other Blue Shield coverage

limitations.

patients with Blue Cross and Blue Shield

benefits what services are not covered.

Blue Cross
Blue Shield
of Delaware

We’re working hard to control health care costs. ..so help us.
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BEHAVIOR THERAPY:

WHAT IS IT AND HOW DO

Behavior therapy has undergone a metamor-

phosis from an outcast therapy of the sixties to

a magic therapy of the seventies. Along the way,

it has assumed a mystical quality as though it

were a secret potion which only a handful of

initiates could administer. The intent of this

essay is to demystify behavior therapy so that it

may be seen as clever applications of common
sense based on a clear understanding of the

principles of behavior change.

Behavior therapy consists of techniques which

teach people to control anxiety and help them

substitute appropriate behavior for maladaptive

behavior. The hallmark of behavior therapy is

that it is interested in behavior itself (the symp-

tom) and what can be done to change the be-

havior. Behavior therapists have little concern

for intrapsychic dynamics or for the interpretation

of behavior as is the case with a psychodynamic

approach. Behavior therapy assumes that symp-

toms are the result of learning and are controlled

by the good and bad consequences they derive

from the environment. Since behavior therapy

Dr. Gallon is the Clinical Director, Department of Psychology,
Eastern Maine Medical Center, Bangor, Maine, and Assistant Pro-
fessor in the Department of Psychiatry and Human Behavior at

Jefferson Medical College of Thomas Jefferson University, Phila-
delphia, Pennsylvania.

This paper was adapted from a presentation to the Delaware
Academy of Family Physicians, St. Francis Hospital, Wilmington,
Delaware.
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YOU USE IT?

Robert L. Gallon, Ph.D.

is rooted in the science of behavior change, ie,

learning theory, a brief review of these principles

should be helpful before we turn to practical mat-

ters.

Principles of Learning

The first principle of behavior change is that

behavior is ruled by its consequences. The re-

wards and punishments that follow behavior

strengthen or weaken the behavior in the person’s

repertoire of responses. This principle is called

instrumental conditioning and includes both posi-

tive and negative reinforcement consequences.

The positively reinforced response tends to oc-

cur more and more frequently unless the rein-

forcer is eliminated, in which case the response

extinguishes or weakens. Of course, a bit of be-

havior may be reinforced under one set of circum-

stances and not reinforced under another. Under

these circumstances, which we call stimulus con-

trol, the behavior might be very strong in one

situation and not occur at all in another.

Similar results occur under the condition called

negative reinforcement. Here, if a behavior es-

capes or reduces a negative circumstance, it tends

to become very strongly learned. Notice that this

is somewhat different from punishment. Punish-

ment occurs when a behavior that is ordinarily re-

68
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Behavior Therapy: What Is It and How Do You Use It?—Gallon

warded also meets with a negative consequence.

Punishment usually suppresses a response. Since

the learning organism is put in a conflict situation,

however, it will attempt a variety of alternative

behaviors to get some of the reward while taking

the least punishment.

Human sexuality is an example of the com-

plexity involved in the interaction of these instru-

mental conditioning processes. Sexual sensations

are in themselves positively reinforcing, but with

the introduction of stimulus control and punish-

ment, sexual behavior becomes a complicated

behavioral process. An individual’s sexual be-

havior is a result of the competition of the con-

flicting rewards and punishments in his or her

own unique environment.

There is a second important principle of learn-

ing called classical conditioning. Both rewards

and punishments (which in this case will be called

unconditioned stimuli) elicit reactions called un-

conditioned responses. Once these unconditioned

responses are elicited several times under similar

circumstances, previously neutral aspects of the

environment begin to be able to produce the same

responses. These reactions, now called condi-

tioned responses, tend to recur in situations re-

sembling the original circumstances even without

the occurrence of the unconditioned stimuli that

originally produced them. The most famous ex-

ample of this process is Pavlov’s experiments with

dogs that learned to salivate to the ringing of a

bell because that bell had previously been paired

with the stimulus of food.

For our purposes, the most important demon-

stration of the classical conditioning process lies

in the production of anxiety. Frightening or

punishing events elicit unconditioned fear re-

sponses of both physiological and cognitive dimen-

sions. As fear responses continue to be elicited,

they attach as conditioned responses to various

previously neutral aspects of the environment. If

for an individual these fear responses are highly

specific to certain aspects of the environment, we

give them the title phobia; and if generalized fear

responses are elicited by a wide range of environ-

mental circumstances, we call the result anxiety. A
famous study by the psychologist Watson exempli-

fies this process. His subject, Little Albert, whom
he describes as a phlegmatic and placid child, was

subjected to a loud clanging sound every time

he was given a white rabbit to caress. Soon Little

Albert began to show fear responses anytime the

rabbit was introduced into the room. This fear

soon generalized to include an array of white ob-

jects, including a furry white tennis ball.

The processes of instrumental and classical

conditioning interact in ways that are very im-

portant for our understanding of human psycho-

pathology. Many of the ritualized compulsive

responses and nonproductive tension-related re-

sponses which otherwise seem so inexplicable are

really ways of diminishing or escaping fear re-

sponses previously conditioned to other aspects

of the environment.

Learning Processes and Behavior Therapy

The operation of principles of learning usually

keeps human behavior closely attuned to the de-

mands of both the internal and external environ-

Going home.
It’s powerful medicine.

Sometimes going home from the hospital to recuperate

is the best medicine there is. We can help by sending

qualified health care specialists home with you, for as

long as you need them. Call UPJOHN HEALTHCARE
SERVICESM , when you’re ready to go home.

Telephone: 656-2551

UPJOHN
HEALTHCARE
SERVICES SM

2319 Pennsylvania Avenue
Wilmington, DE 19806
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Behavior Therapy: What Is It and How Do You Use It?—Gallon

ments. Environmental forces subtly shape be-

havior in much the same way that evolution

shapes species. The learning processes can also

misfire, however, producing pathological behav-

ior. For instance, an adult may continue to

“avoid” consequences that were operant when he

was a child but are no longer there. Or a person

may have so learned to receive immediate rewards

that he misses out on longer range important

goals. A simplified example of learned patho-

logical behavior may help to clarify these points.

Let us consider a teen-age boy who has not

developed many appropriate social skills. He
starts dating and because of a combination of

poor skills and sexual conflicts, he meets a num-

ber of humiliating rejections from girls. His

anxiety about social situations begins to build,

and he begins to avoid situations in which he

might have to meet and talk to girls. He substitutes

solitary pursuits which have some rewards for so-

cial pursuits which are anxiety-producing. As a

consequence, he becomes progressively more pho-

bic about social situations. He would probably pre-

sent to a therapist as a lonely and isolated indi-

vidual with pathological character traits. There

are several behavior therapy interventions based

on learning principles that might be applied. Let

us examine some of the possibilities.

1 . Modeling and behavior rehearsal

The therapist constructs imaginary social situa-

tions, and the therapist and the patient act out

the parts in the social interaction scene. First, the

therapist might take the role of the teen-age boy,

while the boy plays the part of the rejecting girl.

The therapist then models appropriate and useful

responses. They then change roles; the boy at-

tempts to rehearse appropriate responses while

the therapist plays the role of the rejecting girl.

These scenarios can be constructed in a graded

series so that the situations get harder to handle

as the patient develops more mastery.

2. Behavorial contracting

The therapist and the patient combine to create

a series of progressively more difficult social tasks.

The tasks are so designed that each step will be

successful and hence reinforcing before a harder

step is taken. The patient contracts with the

therapist to undertake this sequence of tasks.

3 . Systematic desensitization

The therapist and the patient combine to create

a series of fantasies which are progressively more

anxiety-provoking. These scenes are specific to

the individual. In our example, one of the low-

anxiety items might be to have the boy chatting

with his younger sisters, while at the high end of

the scale would be a particularly humiliating re-

jection from a highly desirable girl. The patient

is then taught to relax thoroughly and to imagine

the items on his hierarchy of fantasies one at a

time while remaining completely relaxed. His

relaxation will counteract the anxiety raised by the

situation and will desensitize the patient to each

scene in turn.

4. Cognitive restructuring

The therapist can help to clear away some of

the cognitive underbrush made up of misconcep-

tions, irrational expectations, etc., that prevents

the patient from trying out new modes of re-

sponse. For instance, many patients anticipate

catastrophe, as though they will die if they try

a new response and fail. In our example, the

therapist must mobilize the boy to try new social

responses by convincing him that the conse-

quences of rejection are not catastrophic and do

not reflect on his worth.

Behavior Therapy Approaches

We can look now at some of the best behavior

therapy approaches to some of the common prob-

lems with which patients present. These are, of

course, only a small sampling of the kinds of

techniques available; with a little creativity similar

techniques can be developed for a wider variety

of problems.

Phobias

Situational fears or phobias that constrict a

person’s life are among the most common symp-

toms brought to the attention of behavior thera-

pists. Wolpe developed the technique of sys-

tematic desensitization to take the sting of anxiety

out of feared situations. 1 Systematic desensitiza-

tion as described above is based on the theory

that if one can extinguish the anxiety responses

in fantasy this will have a carryover effect in real

life.

Del Med Jrl, Dec 1979—Vol 51, No 12 683



Behavior Therapy: What Is It and How Do You Use It?—Gallon

I have selected some of the steps in desensitiza-

tion hierarchies presented by Marquis, Morgan,

and Piaget2 to exemplify the procedure. To de-

sensitize a person with a fear of driving, they

constructed a hierarchy which began with the

patient imagining “husband driving 70 down fast

lane on freeway, 50 feet behind car in front.

Heavy but fast traffic,” and proceeded with “rid-

ing with father on freeway and he is a little angry

and is following too close.” It ended with the

patient “driving through mountains in dark and

rain.”

A hierarchy directed at sensitivity to criticism

and rejection has the patient first imagining a

totally nonthreatening scene: “pleasant scene at

beach down South, warm nights, soft music, stars,

and you and your husband alone.” It ends with

her fantasizing an angry husband saying, “God

damn it, Sally, you don’t care if these children live

or die; you treat them like pigs; they would be

better off dead.” The important elements of this

procedure, which can be directed at any fear or

sensitivity, are that the patient must actually see

himself as a participant in the scenes rather than

as an observer to them, and the patient must be

able to relax adequately during the presentation

of any scene before the next scene in the hierarchy

is presented.

Insomnia

Bootzin has developed a stimulus control treat-

ment for insomnia which attempts to strengthen

the association between the bedroom and sleep.3

He instructs people to follow a simple series of

instructions:

1. The patient is to lie down in bed to go to

sleep only when actually sleepy, no matter what

time that is.

2. He is not to use his bed for anything except

sleep. The only exception to this rule is for

sexual activity, and even on such occasions he is

to follow the instructions. He is not to read,

watch television, or eat in bed.

3. If the patient is unable to fall asleep, he

must get up and go into another room. He is to

stay up as long as he wishes, returning to the bed-

room only when he is sleepy. The goal is to as-

sociate the bed with falling asleep quickly so that
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if the patient does not fall asleep in ten minutes

he should get up to go to another room.

4. The patient is to repeat the procedure of

getting up and going to another room as many
times as necessary throughout the night if he does

not fall asleep quickly.

5. The patient is to set his alarm for the same

time every morning to help in acquiring a con-

sistent sleep rhythm. He is to get up the same

time irrespective of how much sleep he got during

the preceding night.

6. The patient is not to nap during the day.

Using Bootzin’s procedures in combination with

relaxation exercises helps break the patterns of

insomnia and develops healthier sleep habits.

Obesity

Obesity, or more specifically overeating, has

attracted the attention of many behavior thera-

pists because of the clear-cut issues involved. The

consequences of overeating, ie, additional body

weight, are easily measured, and the eating be-

haviors themselves can be described and quanti-

fied with reasonable accuracy. In behavioral pro-

grams such as the one formulated by Stuart the

patient is taught self-control procedures that will

modify his eating habits permanently and will

result in a lower body weight. 4

Stuart’s program begins with the patient filling

in daily food data sheets which describe the na-

ture, quantity, time, and circumstances of all food

and drink intake. He records his gross body

weight four times daily to have a continuous

record of fluctuations. The patient is also asked

to list frequently engaged in behaviors such as

watching television or reading. This will be used

later to reinforce not eating. In the Initial ses-

sions the patient also sets a weight-loss goal of

one or two pounds a week to be maintained until

a desired weight is reached.

The heart of Stuart’s program is a series of ac-

tive steps, which he calls the behavorial curricu-

lum, which are designed to break eating patterns

which contribute to obesity. These steps are in-

troduced over the course of seven or more ses-

sions with the patient.

Step 1. The patient is instructed to interrupt

each meal for a couple of minutes, increasing to
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five minutes. During this interruption he is to put

his utensils down and merely sit in place. The logic

of this step is to introduce a small, immediately

successful element of control over one component

of the eating response.

Step 2. The patient is told to keep food only in

the kitchen and that he is to keep only food that

requires preparation. Only the amount of food

to be eaten at a meal is to be prepared. The
rationale for this step is to break the habit of

automatic eating during which the patient barely

knows he is eating. Eating now requires a con-

scious decision and some work. At this time and

at later sessions the food data sheets are reviewed,

and possible modifications in what is eaten are

discussed. The therapist usually lets the patient

make the decisions about what to eat, however.

Step 3. In order to make eating a pure and

conscious experience, the patient is asked not to

engage in other distracting behaviors, such as

reading or talking on the telephone, while eating.

Step 4. To break the habit of rapid eating so

common in obese people, the patient is instructed

to put only a small amount of food in his mouth
at a time and to put down his utensils while chew-

ing and swallowing. This helps replace quantity

with quality since the patient will get more actual

enjoyment from eating as he fully tastes his food.

Incidentally, this slowing down of the meal will

allow the patient a chance to be affected by satiety

signals generated as the food digests.

Step 5. The patient is told to engage in some of

the high frequency and enjoyable behaviors identi-

fied earlier (eg, reading) during times when he

might be at loose ends and snack. He might also

be instructed to substitute sugarless gum or very

low calorie foods for his usual snacks.

Step 6. Finally, if a patient is unable to break

a compulsion for a specific high calorie item such

as chocolate, a technique similar to the systematic

desensitization can be employed. The technique

called covert sensitization by Cantela involves

vividly imagining eating the food such as choco-

late candy and immediately switching to a vivid

aversive image such as the candy turning to worms
in one’s stomach. 5 If practiced enough, this

imagined “consequence” will take all the pleasure

out of eating the treat.

Encopretic Child

The seepage or expelling of fecal material onto

a child’s underclothing is usually the result of

retention of stool, producing an impacted and

distended bowel. Bowel movements become in-

frequent; loss of bowel tone and megacolon may
occur if the distention persists over long periods

of time. Finally, the result is that the anus re-

mains partially dilated all the time and defecation

becomes impossible to control.

Wright has formulated a behavioral intervention

in which the parents are taught to employ a con-

ditioning program with their encopretic child.
5

Wright stresses that the first steps are to create an

“expectation in the parents that what is attempted

will in fact work,” and for them to realize that

they must be compulsive and 100% consistent

in carrying out the program. The next task is to

identify reinforcers that are meaningful to the in-

dividual child who is in therapy. Wright suggests

that a positive reinforcer that seems to work uni-

versally with encopretic children is earning time

with a parent in which the child decides what they

will do, eg, play a game, go for a ride, etc. Other

possible positive reinforcers include toys, candy,

or money. Two such positive reinforcers and a

negative reinforcer are needed for the program.

Negative possibilities include extra household

chores, not being allowed outside after school,

and 30 minutes in the bathtub.

The next step in the program is to ensure that

the child defecates daily into the toilet. On arising

in the morning, the child is to try to defecate and

if he cannot, he is given a suppository. If after

breakfast he still cannot defecate, before going to

school he is given an enema to ensure defecation.

This procedure begins to make defecation a regu-

lar and predictable procedure and avoids impac-

tion of the colon.

The crux of the program, however, is to apply

positive reinforcers to the desirable behaviors

(ie, defecation in the toilet and not soiling for a

specified time), and a negative reinforcer to the

undesirable behavior (ie, soiling). Specifically,

any evidence of defecation into the toilet is im-

mediately and consistently reinforced, possibly by

a small piece of candy kept nearby for this pur-

pose. Similarly, not soiling for the past 24 hours

earns a reinforcer such as 30 minutes of parental
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time at the child’s disposal. The negative rein-

forcer, such as being prohibited from a desired

activity, is applied after any incidence of soiling.

The final step in the program is to wean the

child from the cathartics when daily bowel move-

ments are established and soiling ceases. After

two weeks of no soiling, cathartics and enemas are

dropped for one day in the succeeding week. If

the child remains free of soiling, external aids to

defecation are removed for two days in the next

week. This continues week by week as long as

no soiling occurs, until cathartics have been to-

tally discontinued. If a soiling accident occurs,

one day’s cathartics are resumed for each incident.

The program is terminated when the child has

gone two weeks without soiling and without ca-

thartics.

Using this program, Wright reports only one

failure in about three dozen patients, and even

this child soiled substantially less. A small num-

ber of regressions occurred after treatment, but

these were successfully handled by reentry into

the program.

Conclusions

The above is by no means a complete catalogue

of behavior therapy techniques. Among the most

used interventions omitted are aversive therapies

for compulsions and unacceptable behavior, vari-

ous sex therapies, and biofeedback. The examples

cited, however, could all be rather easily applied

in the general physician’s office with little in the

way of special training.

There is no mystery in the application of be-

havior therapy. The attributes needed for effec-

tive application of behavioral interventions are an

understanding of the principles of behavioral

change, a sensitive and strong doctor-patient re-

lationship, and common sense.
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^P^etterb to the -Qclltor

To the Editor:

While 1 have no disagreement with Caputo

(Fiberoptic Colonoscopy, October DMJ) that

colonoscopy is a useful adjunct to barium enema

in the evaluation of colon polyps and that the

conventional barium enema (BE) is associated

with a significant incidence of missed lesions,

several comments seem appropriate.

Six of the patient in this study had a positive

BE and a negative colonoscopy. The author

concludes that no lesion is present. Such a con-

clusion is unjustified, as recently pointed out by

Leinicke et al.
1 Colonoscopy is not infallible,

and a lesion described as definite by a radiologist

should result in repeat colonoscopy or barium

enema if the initial colonoscopy is negative.

The author fails to mention whether the BE
examinations were full column single contrast

studies or air contrast examinations (BEAC).
I assume the single contrast study was used solely

or predominantly; the statistics are more in keep-

ing with the error rate seen with the BE, and

most of the hospitals in this country, especially

community hospitals, continue to rely heavily on

-that examination. More recent studies comparing

colonoscopy with BE and BEAC, specifically

BEAC following thorough colon cleansing, in-

dicate a significantly lower error rate for BEAC
versus BE regarding the detection of colon

polyps. 2
’
3 Indeed, the miss rate for BEAC may

be similiar to colonoscopy for lesions 1 cm in

size or larger. 1 However, it is important to point

out that no good prospective study using blind

methodology to compare colonoscopy to the two

major BE techniques has been performed. Such

a study is badly needed.

Lastly, the BEAC has been shown to be more

accurate than the BE in reflecting the mucosal

abnormalities in inflammatory bowel disease, in-

cluding early inflammatory bowel disease. 4 The

full impact of this observation on indications for

colonoscopy in IBD is as yet not clear.

John S. Wills, M.D.
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AN APPROACH TO THE RHEUMATIC PATIENT

Ronald G. Connolly, M.D.

The word rheumatology comes from the Greek

word meaning “evil humor.” This is a surpris-

ingly good definition because the basic mechanism

of many of the rheumatic diseases involves ab-

normal circulating antibodies. This definition is

also much to be preferred over such common
misnomers as “connective tissue diseases,” “col-

lagen vascular disease,” or “musculoskeletal dis-

eases.”

Many patients with systemic lupus erythema-

tosus, for example, have no connective tissue in-

volvement and no musculoskeletal involvement,

nor do they have arthritis. Often rheumatic pa-

tients present with a pericardial effusion and car-

diac tamponade, pleural effusion, nephritis, cere-

britis, hemolytic anemia, or thrombocytopenia.

The only true connective tissue diseases are those

hereditary diseases which primarily affect the con-

nective tissues. They include Marfan’s syndrome,

Ehlers-Danlos syndrome, and the mucopolysac-

charidoses such as Hurler’s and Hunter’s syn-

dromes.

The rheumatic diseases are primarily diseases

of the immune system; secondarily, they can in-

volve the joints and other connective tissues as

well as the heart, lungs, GI tract, kidney, brain,

blood, etc. Among the rheumatic illnesses, the

most common is rheumatoid disease.

Rheumatic “disease” is preferred over the term

rheumatoid “arthritis” because of the disease’s

Dr. Connolly is Assistant, Department of Medicine, Section of
Rheumatology, at the Wilmington Medical Center, Wilmington,
Delaware.

systemic nature and its lack of localization to the

joints. Systemic lupus erythematosus (SLE) is

also a common rheumatic disease. In one large

study, the prevalence of SLE was found to be one

in 2,000 people. Among Black women between

the ages of 1 5 and 64, the segment of the popu-

lation with the highest prevalence of SLE, the

disease has an incidence of one out of 245. 1 With

the recent advancements in diagnosis and man-

agement, it is clear that lupus has a broad spec-

trum of disease activity and is usually a benign

disease.

Vasculitis is another common rheumatic prob-

lem. There are multiple pathogenic processes in-

volved; these processes may be drug-induced or

associated with granulomatous diseases, polyarter-

itis, polymyalgia rheumatica, erythema nodosum,

Henoch-Schonlein disease, and serum sickness.

Since arthritis and other musculoskeletal com-

plaints are very common in the rheumatic dis-

eases, the discipline of rheumatology includes the

different causes of arthritis and musculoskeletal

complaints. The joints, for example, may be in-

volved secondarily by rheumatic, infectious, neo-

plastic, endocrine, and metabolic diseases. The

joints and musculoskeletal structures may also be

involved primarily, as in osteoarthritis, bursitis,

low-back strain, etc.

The synovial fluid is simply a filtrate of plasma

to which hyaluronic acid has been added which

imparts viscosity and therefore a mechanical ad-

vantage to the fluid. Like urine, which also is a
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filtrate of plasma, synovial fluid often reflects

systemic disease. Thus, the rheumatic (immune),

infectious, neoplastic, and metabolic diseases are

often manifested by arthritis and can be differenti-

ated by examination of the synovial fluid.

Septicemia due to staphylococci, streptococci,

gonococci, and menigococci is also frequently

manifested by an arthritis. Twenty-five percent

of bacterial endocarditis involves the joints. Out-

side of the meninges and skin, the most common
focus for menigococci is the joints. The gono-

coccus has a predilection for synovial tissue, which

is the most common site of disseminated gono-

coccal disease.

Metastatic tumors, multiple myeloma, and

lymphomas frequently present as musculoskeletal

complaints. Fifteen percent of acute leukemics

have arthritis as an initial manifestation. Ten

percent of primary lung neoplasms are compli-

cated by hypertrophic osteoarthropathy. Derma-

tomyositis and a rheumatoid-type polyarthritis are

both seen as complications of neoplastic disease.

Hemorrhage into the joints is the most common
major hemorrhagic manifestation of hemophilia,

occurring in 80-90% of patients. Metabolic dis-

eases, such as gout and hyperlipidemia, also are

frequently manifested by arthritis. Endocrine dis-

eases such as thyroid and adrenal disease very

commonly have musculoskeletal complaints.

Twenty percent of fevers of unknown origin are

caused by rheumatic diseases, a percentage ex-

ceeded only by infectious and neoplastic diseases.

After considering rheumatic diseases in the dif-

ferential diagnosis, laboratory studies often con-

firm the diagnosis. These laboratory studies are,

for the most part, tests for abnormal antibodies.

Rheumatoid factor is an IGM antibody directed

against IGG. ANA consists of several antibodies

directed against various nuclear components.

These nuclear components include antibodies

against DNA, RNA, nucleoprotein, and extrac-

table nuclear antigen. There is a great deal of

antibody overlapping among the various rheu-

matic diseases. Thus, 50% of rheumatoid arthri-

tics have positive tests for ANA, and 75% are

positive for rheumatoid factor; 30% of SLE pa-

tients are positive for rheumatoid factor, and

98% are positive for ANA.
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In SLE, the body is bombarded by antibodies

directed against multiple cells, tissues, and pro-

teins. In addition to the antibodies directed

against the nuclear constituents mentioned above,

there are antibodies directed against cytoplasmic

components, such as RNA, ribosomes, mitochon-

dria, microsomes, and lysosomes. There are also

antibodies directed against ' thyroid and muscle

tissue as well as various blood cells. Thus, when

these antibodies are directed against the erythro-

cytes, a Coombs positive hemolytic anemia de-

velops; when directed against the white blood

cells, leukopenia occurs; and when directed

against the platelets, a thrombocytopenia occurs.

Antibodies directed against serum proteins may
result in a false positive VDRL test, positive rheu-

matoid factor, and positive cryoglobulins. Often

antibodies are directed against protein clotting

factors such as factors 8, 9, 11, and prothrombin.

A basic concept in the management of the rheu-

matic patient requires the distinction between ar-

thritis and arthralgia. Arthralgia refers to joint

pain without objective signs of inflammation. Ar-

thritis refers to pain associated with objective

signs of joint inflammation, such as swelling, heat,

and redness. It is incumbent on the physician to

diagnose the cause of any arthritis because arthri-

tis is frequently caused by a systemic disease. On
the other hand, an arthralagia may be simply a

functional complaint with no objective findings

even if synovial biopsy were done.

In treating patients with arthritides, the optimal

dosage of aspirin, ibuprofen (Motrin-Upjohn),

or other non-steroidal drugs is important. For

example, with 12 aspirins per day, the patient

may not achieve a therapeutic anti-inflammatory

serum level of aspirin, but by increasing the dos-

age to 14 per day, the blood level may quickly

rise to a therapeutic level because the serum level

of ASA rises almost vertically at higher dosages.

The maximal dosage of ibuprofen is 2400 mg
per day.

Physical therapy is also an important but often

overlooked modality in the treatment of arthritic

patients. Most subluxations and deformities

could be avoided if daily range of motion and

muscle-strengthening exercises were done. It is

hard to imagine that joint swelling alone would

result in these deformities, but when there are
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associated muscular atrophy and loss of joint sta-

bility, tendons and ligaments easily slip, resulting

in subluxations.

Contractures of the joint should also be avoided

because they greatly impair the function, not only

of the joint involved, but also of other joints.

For example, with a flexion contracture of the

knee, a compensatory equinus (toeing) deformity

of the foot occurs, as well as an abduction and

external rotation deformity of the hip. These

result in pelvic and shoulder tilt and spinal scoli-

osis. These contractures can be avoided by edu-

cating the patient to avoid prolonged joint flexion

(for example, while sleeping), to use nighttime

splints, and to exercise daily.

A critical juncture in the management of the

arthritic is the occurrence of irreversible joint

changes. Joint swelling and periarticular osteo-

porosis are reversible changes. With progressive

An Approach to the Rheumatic Patient—Connolly

disease, however, joint space narrowing and bone

erosions occur. These changes are irreversible,

and, at this juncture, maximal intervention must

be initiated. For example, in a rheumatoid pa-

tient, gold therapy is often indicated at this point

since gold is one agent that has the ability not

only to relieve pain but also to arrest the under-

lying disease.

In conclusion, the rheumatic diseases are com-

mon and represent a wide spectrum of disease ac-

tivity. Once rheumatic disease is considered,

positive tests for autoantibodies, such as ANA
and rheumatoid factor, can give further support

to the diagnosis. Management of the patient

must include patient education and physical ther-

apy, as well as prescription of optimal drug dos-

age.
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UTERINE FIBROIDS AND HYPERTENSION

John E. Hocutt, Jr., M.D.

Although a relationship between fibroid tumors

of the uterus and hypertension has been postulated

for many years, 12 it has not often been discussed

in the medical literature nor been clearly docu-

mented. A MEDLAR seach of the past fifteen-

year period uncovered only three articles written

in English which deal primarily with this possible

relationship in human beings. A fourth Scandi-

navian article discusses the relationship in animals.

Clinch and Sweetnam reviewed the records of

101 European women aged 20 to 74 treated for

fibroids from 1964 to 1966. Their patients’ blood

pressures were compared to those of 48 women
with ovarian cysts. Mean diastolic pressure was

significantly higher in the fibroid group, but when

age and parity differences were eliminated, there

was no significant difference between the groups. 1

Lovell et al found a significant difference in the

prevalence of hypertension in Black women with

fibroids compared with a control group without

fibroids. No corresponding difference existed in

white women. 3

Summers et al suggest that the triad of hyper-

tension, obesity, and fibromyomata uteri may rep-

resent a syndrome, but neither hypertension nor

fibroids alone without obesity appear to be related

to blood pressure elevation. 4

Taylor’s Family Medicine, Principles and Prac-

tice ; and Harrison’s Principles of Internal Medi-

cine^ do not discuss any possible relationship be-

tween hypertension and fibroid tumors.

Genest’s Hypertension does discuss the uterus

as a source of isorenin, especially in animals,2

but no definite relationship has been proven be-

tween uterine isorenin production and hyper-

tension. Stimuli such as histamine or ischemia or

Dr, Hocutt is Assistant, Department of Family Practice, at the
Wilmington Medical Center.
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others may stimulate vasoactive quantities of iso-

renin to be released into blood.2 Rapidly growing

uterine fibroids could conceivably produce suf-

ficient uterine ischemia to stimulate such a release.

Animal research on uterine isorenin production

implicates the gravid uterus as a source of iso-

renin.79 Conceivably, hormonal climates stimu-

lating pregnancy with a high estrogen or proges-

terone level could stimulate isorenin production in

the non-pregnant uterus of these animals. In

human beings, isorenin production is very respon-

sive to increased LH (luteinizing hormone) and

CG (chorionic gonadotropin) levels. The reduced

LH and CG levels of women on oral contracep-

tives are associated with a decrease in isorenin

production. In women undergoing menopause,

renin was significantly elevated. 9 These altered

hormone states with elevated uterine isorenin have

not yet been implicated as a mechanism for hyper-

tension, however.

Case Report

In 1978, a 23-year-old asymptomatic nulligra-

vada white female, a registered nurse, presented

herself at my office for her yearly physical exami-

nation.

Her past history revealed only a tonsillectomy

in 1962 and mild acne, which was treated with

minocycline lOOmg daily for two years. Her

social history was negative for smoking, alcohol,

or high salt intake. There was no family history

of hypertension.

Physical examination including pelvic exam

was normal except for an elevated blood pressure

of 148/94. There was no evidence of renovascu-

lar hypertension, ie, no abdominal bruits, nor

palpable renal enlargement. Her blood pressure

at the end of the examination was essentially un-

changed, and there was no significant difference

in blood pressure between the two arms. Her
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other vital signs, including weight, were well

within normal limits for age and height.

Her blood pressure was measured four times

per week over the next three months and found

to be unchanged, so a hypertensive diagnostic

work-up was initiated.

Chest x-ray, serum electrolytes, SMA-12, uri-

nalysis and culture, CBC, Papanicolaou smear,

and ECG were normal. Twenty-four hour excre-

tion of normetanephrine was 1.5mg (N, < 2mg);

urine volume was 1520ml/24 hours; creatinine ex-

cretion was 1.25g/24 hours giving a normal GFR
of 114. Hypertensive IVP revealed a normal

renal system, but also demonstrated a mid-pelvic

mass producing mild extrinsic pressure on the

distal ureters.

Pelvic examination six months after the initial

examination revealed a large “right adnexal versus

midline mass’ which could not be separated from

the uterus. At this time, right upper extremity

blood pressure was 152/92, sitting; right supine

thigh blood pressure was 170/115.

Barium enema was normal. Ultrasonic exami-

nation revealed a large homogenous pelvic mass

of undetermined etiology not separable from the

uterus.
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Subsequently, laparotomy revealed a large fi-

broid tumor attached to the anterior wall of the

uterus and extending into the right broad ligament.

This fibroid was removed without difficulty, along

with the right ovary and appendix, leaving the

uterus intact.

The patient’s postoperative course was compli-

cated by a urinary tract infection (E. Coli, >105)
treated successfully with ampicillin. The path-

ology report confirmed the removal of a myo-

metrial leiomyoma and right ovary with multiple

follicular cysts.

Six months following surgery, the patient’s

blood pressure has remained in the low 120’s

systolic, and mid-70’s diastolic. The immediate

sustained return to normal of the patient’s blood

pressure is quite evident in Figure 1.

A follow-up urine culture six months after sur-

gery was sterile.

Summary

The patient we have presented in this paper

appears to corroborate the seldom reported re-

lationship between uterine fibromata and hyper-

tension. Removal of a uterine fibroid tumor ap-

pears to have normalized high blood pressure in

this asymptomatic, young white woman of normal

weight.

Her case report is offered to alert colleague

physicians to seek to confirm or deny a relation-

ship between hypertension and uterine fibroid

tumors.
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'QditoriaU

THE PREGNANCY DISCRIMINATION ACT

The Pregnancy Discrimination Act celebrated

its first birthday on October 31, 1979. This piece

of legislation is an amendment to Title VII of

the Civil Rights Act of 1964. It clearly estab-

lishes that discrimination by an employer on the

basis of pregnancy or pregnancy-related medical

conditions is unlawful. A woman may not be

fired, laid off, held back from a promotion, nor

have her job given away while she is on leave as

a consequence of her gestation. Fringe benefits

are similarly affected and must be in line with

the same guidelines that the employer offers to all

employees.

This statute was long overdue and represents a

tangible endorsement by this country of the sig-

nificance of women in their role as mothers and

their value in the business world. In spite of the

overwhelmingly positive input this legislation has

enjoyed, it has led to frustration and abuses for

many women, employers, and physicians.

The vicissitudes of pregnancy make it impos-

sible to establish firm guidelines, even for uncom-

plicated pregnancy, regarding suspension of em-

ployment. The Executive Committee of the Ameri-

can College of Obstetricians and Gynecologists

issued guidelines in 1974 regarding pregnancy

disability. In uncomplicated gestations, they

stated that there was a period of six to eight weeks

occurring toward the end of gestation and extend-

ing through the puerperium when a woman would

not be able to perform her usual duties. Compli-

cations of pregnancy or pre-existing medical dis-

ease may, of course, alter the period of disability.

The final decision regarding disability could only

be assessed by the physician.

Del Med Jrl, Dec 1979

—

Vol 51, No 12

There are several reports of uncomplicated pa-

tients during pregnancy requesting their physicians

to supply letters of documentation for disability

early in their pregnancy. Some were related to

physically demanding jobs, but others were from

women with sedentary work. Requests originat-

ing as early as two months of fetel development

have been recorded. This situation may lead to a

physician’s losing a patient by refusing such a

request. This has already occurred in Delaware.

It is obvious, however, that the physician must

remain consistent and fair in individualizing each

patient. To do any less would be blatantly unfair

to employers, who must assume an unwarranted

financial responsibility. Moreover, patients truly

needing an early leave of absence might be looked

upon with suspicion and given a difficult time be-

cause of an unwarranted request that had been

filed.

The lack of firm guidelines and individualiza-

tion has caused problems for many companies.

The timing of a leave of absence has been a point

of contention between supervisors and employees.

There are reports by patients of harassment and

threats by some superiors. The medical depart-

ments of several of our community’s businesses

are requesting detailed documentation of disabili-

ties (as well they should) and at times requesting

a second opinion. Needless to say, the primary

physician feels that he is in the best position to

assess the patient’s condition and bring forth a

recommendation (and unequivocally he is). As

a result, the patient’s primary physician often feels

indicted and hostile toward the corporate medi-

cal department’s questioning of his ability to make
such a judgment. Should a consultant reverse the

judgment of the patient’s own obstetrician, the
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resultant dispute might certainly be adjudicated in

the courts. Such an action would just as assuredly

put the employee in a very precarious relationship

to her employer. To compound the problem even

further, medical directors of several large Dela-

ware corporations are questioning the need for

the traditional six-week post-partum leave of ab-

sence.

American business has made a prodigious in-

vestment in the skills of its women. The Preg-

nancy Discrimination Act guarantees that women
in the business world will not be penalized for

childbearing. It has become painfully obvious

that, in order to achieve equitable treatment for

both the woman and her employer, a greater un-

derstanding of both positions is needed. A con-

ference is urgently needed to bring the medical

directors of our community’s corporations to-

gether with representatives from the Delaware

State Obstetrical Society and the Delaware Section

of the American College of Obstetricians and

Gynecologists. Open-ended guidelines should be

established along the lines set forth as a statement

of policy from the American College of Obstetri-

cians and Gynecologists. Individualization is the

key for each case, plus recognition that the pa-

tient’s primary physician is in the best position to

judge her medical status and her level of function.

Should a disagreement arise beyond the scope of

the guidelines, a panel should be convened under

the auspices of the Medical Society of Delaware.

This panel should be composed of obstetricians

and gynecologists and industrial physicians not di-

rectly involved with the case at point. This would

obviate the lengthy and costly legal battles and of-

fer an unbiased, rapid settlement of such disputes.

It would also serve to eliminate the conflicts and

ill-feelings that have arisen in the medical com-

munity as a result of second opinions as pre-

viously elicited.

It is the responsibility of the entire community,

in particular, the professional and business com-

munity, to see that the Pregnancy Discrimination

Act works impartially and without stress to the

pregnant woman.

J.l.K.
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John J. Chabalko, M.D., is a 1971 graduate of George Washington

University in Washington, D.C. He served his internship at Baltimore

City Hospital and his residency at Cleveland Metropolitan General

Hospital. Dr. Chalbalko is board certified in internal medicine and

pulmonary disease. He is also a member of the American Thoracic

Society. He and his wife, Roberta, have two young sons and live in

north Wilmington.

Armand Neal DeSanctis, Jr., M.D., is the son of the late Dr. DeSanctis,

Sr. Dr. DeSanctis, Jr., practices at 2101 Foulk Road, Wilmington. He
is a 1977 graduate of New York Medical College and served his intern-

ship at the Wilmington Medical Center. He will complete his residency

in June 1980 at the Center. He is also a member of the American

Society of Tropical Medicine. Dr. DeSanctis restores Model A’s in his

spare time.

Viroon Donavanik, M.D., specializes in therapeutic radiology. He
practices at the Department of Radiation Therapy at the Wilmington

Medical Center. He graduated from Faculty of Medicine at Siriraj

Hospital in Thailand where he also served part of his internship. He
completed his internship at St. Clare’s Hospital in Schenectady, New
York, and his residency at the University of Maryland Hospital. Dr.

Donavanik is a member of the Radiological Society of North America

and the American Society of Therapeutic Radiologists. He and his

wife, Janet, live in Newark, Delaware.

Bruce A. Fellows, M.D., graduated from Ohio State Medical School in

1973. He served both his internship and residency at the Wilmington

Medical Center. He also served a fellowship at Baylor University

Medical Center in Dallas, Texas. Dr. Fellow’s specialty is peripheral

vascular surgery. His office is located at the Professional Building,

Augustine Cut-Off, Wilmington. He and his wife reside in West

Chester. Dr. Fellows enjoys the outdoors with tennis, skiing, biking,

and jogging. He also is interested in photography.
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Helen M. Horstmann, M.D., is a 1972 graduate of the Medical College

of Pennsylvania. She served her internship and residency at Thomas
Jefferson University Hospital. She served a fellowship in pediatric

orthopaedic surgery at the Alfred I. duPont Institute in Wilmington.

Dr. Horstmann is a member of the American Academy of Cerebral

Palsy, the Philadelphia Orthopaedic Society, and the Jefferson Ortho-

paedic Society. Her office is at the Alfred I. duPont Institute where

she practices pediatric orthopaedic surgery. Dr. Horstmann and her

husband live in Wallingford, Pennsylvania.

Zelmir Kozic, M.D., is a native of Yugoslavia. He graduated from the

Medical Faculty, University of Zagreb in Yugoslavia. Dr. Kozic com-

pleted his internship at Bergen Pines County Hospital in New Jersey

and his residency at Northwestern University in Chicago. He served a

two year fellowship in neuroradiology at the Albert Einstein College

of Medicine in New York. Dr. Kozic is a member of the American

Society of Neuroradiology. His office is located in the Department of

Radiology, Delaware Division, Wilmington Medical Center. Dr. Kozic

is married and has two children. His hobbies include tennis and skiing.

Allan W. Levy, D.O., graduated from the Philadelphia College of

Osteopathic Medicine in 1960. He served his internship at the Metro-

politan Hospital of Philadelphia and residency at Our Lady of Lourdes

in Camden, New Jersey. Previously, he was Assistant Professor of

Pathology at the Philadelphia College of Osteopathic Medicine. Dr.

Levy practices at Riverside Hospital and is board certified in anatomical

and clinical pathology. He belongs to the College of American Path-

ologists, the American Osteopathic Association, the Delaware Pathology

Society, the New Jersey Association of Osteopathic Physicians and

Surgeons and the Delaware State Osteopathic Medical Society. Dr.

and Mrs. Levy live in Cherry Hill, New Jersey, with their two daughters,

Andrea and Rachel.

Joseph B. McManus, Jr., M.D., is a 1976 graduate of Temple LTni-

versity Medical School. He served his internship at St. Louis Children’s

Hospital and residency in pediatrics at the Wilmington Medical Center.

Dr. McManus has an office in Newark. He and his wife, Peggy, have

one daughter and reside in Wilmington.
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Peter B. Panzer, M.D., a native of Philadelphia, graduated from Temple

University School of Medicine in 1974. He served his internship at

Harrisburg Polyclinic and his residency at Hahnemann Hospital in

Philadelphia. Dr. Panzer specializes in dermatology and practices at

the Pike Creek Center in Wilmington. He is a member of the Dela-

ware Academy of Dermatology, the American Academy of Derma-

tology, and the Philadelphia Dermatology Society. Dr. Panzer and

his wife, Linda, have two children and reside in Wilmington. In his

spare time, Dr. Panzer enjoys tennis and squash.

Andreas Rauer, M.D., who was born in West Germany, practices

ophthalmology in Dover, Delaware. He graduated from the University

of Michigan Medical School in 1975 and served both his internship and

residency at the Cleveland Clinic. He is also a member of the Ameri-

can Association of Ophthalmology. Dr. and Mrs. Rauer have two

children, Erika and James.

Mahmood Sadeghee, M.D., graduated from Faculty of Medicine, Shiraz,

Iran, in 1968. He served his internship at Prince George’s General

Hospital in Maryland and residencies at the Wilmington Medical Center

in surgery and Mercy Hospital in Pittsburgh in urology. He is board

certified in urology and practices in Newark, Delaware. He enjoys

spending his free time with his wife and two children. His other in-

terests include tennis and swimming.

Peter D. Schindler, M.D., is a native of Berlin, Germany. After gradu-

ating from the University of Basel in Switzerland, he served his intern-

ship at Stamford Hospital in Connecticut and residencies at Temple

and St. Christopher’s in Philadelphia. Dr. Schindler is board certified

in adult and child psychiatry. He is Director of the Department of

Psychological .Medicine at the Alfred I. duPont Institute and has a

private practice in West Chester, Pennsylvania. Dr. Schindler belongs

to the American Academy of Child Psychiatry, the American Psychi-

atric Association, the American Psychoanalytic Society, and the Associ-

ation for Care of Children in Hospitals. Dr. Schindler and his wife,

Marianne, have a son and a daughter and live in West Chester. His

hobbies include sailing, boat building, woodworking and skiing.
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THE STATE HEALTH COORDINATING

COUNCIL (PACIFIC BASIN)

Thirty of us sat at the tapa (bark-cloth) cov-

ered, U-shaped table. Both side walls were open,

permitting the trade winds to blow through the

room. Four HEW representatives out of San

Francisco, who looked about age 32, sat at the

speaker’s table; all wore mustaches, and all jogged

each morning before the meeting. Four women
served as a delegation from Guam. Other repre-

sentatives came from Palau, Saipan, and the

Marshall Islands. Jim Swenson and I represented

Hawaii.

The Samoans (Polynesians) were large,

rounded, friendly, outgoing people. Those from

the Trust Territories were smaller, darker, more

intense. The chap from WHO was a Vietnam

veteran who had not been able to tolerate living

in the States since the war. Another speaker

wore a jacket, lava-lava (skirt), and leather slip-

pers.

Governor Peter Coleman, the governor of

American Samoa, announced that this was the

first Regional Health Conference ever to be held

in Pago Pago. He expressed his hope that our

group would be able to improve the health of

the Continent of Islands that make up the Pacific

Basin.

The Samoan chief (elderly, calm, sincere)

spoke after Governor Coleman. “The United

States has given us too much through the years,”

he said. “It is time we stood more on our own.

Let us say, ‘Thank you, Uncle Sam, but we can

make do with less.’ ” How good it would make

our taxpayers feel to hear his message.

Many in the group worried about the off-island

costs for their referred patients, most of whom
go to Honolulu although a few are sent to Manila,

Tokyo, or Sydney.

In my address I stated PL 93-641 will not ac-

complish its purpose as it is written for there is

no incentive for SHCC (State Health Coordinat-

ing Council) members to vote no. As each group

that applies for funding is well-meaning and

willing to work on a health problem, we tend to

say yes since we have no budget. Furthermore,

as the supporters of a project come to SHCC
meetings while those against projects tend not

to appear, there is an additional reason for SHCC
members to say yes.

My recommendation is to attempt to convince

HEW to set a base-line figure for federal health

dollars. Then priorities could be realistically as-

signed to avoid duplication, and SHCC members

would have a reason to vote no. Until then,

SHCC will continue mostly to vote yes, and the

health budgets will continue to increase. The

group agreed with my remarks; the HEW repre-

sentatives differed among themselves as to how

I could get this subject to the attention of HEW
in Washington.

Our group was privileged to hear Dr. John

Spiegel, Professor of Social Psychiatry at Bran-

ded University. He spoke on cultural factors

that must be considered when a Western physi-

cian treats a Polynesian patient (or Puerto Rican

patient or a Mexican-American patient or others).

He outlined four key areas of difference between
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Western and Polynesian cultures of which a West-

ern therapist must be aware to be effective. The

first difference is time reference: Westerners em-

phasize the future, then the present, then the past,

whereas Polynesians emphasize the present, then

the past, and, least of all, the future.

In the area of activities, Westerners emphasize

winning or getting ahead, as first. Feelings, the

innerself, and happiness are second, and person-

ality development and what one is becoming is

third. Polynesians emphasize the feelings first,

what one is becoming, second; winning is least

important.

Relating is the third area for comparison.

Westerners emphasize the individual, then the

collateral group, and, lastly, the linear order

(chief, higher authority). The Polynesians em-

phasize the linear order first, then the group, and,

least of all, the individual. The dominance of the

linear order causes great frustration in the Poly-

nesian male and, according to Dr. Spiegel, is a

major reason for the incidence of suicide and

homicide in this group.

The last area Dr. Spiegel compared is man and

nature. Western man primarily emphasizes

technology and man’s dominance over nature,

and secondarily, the deity, God, and unsolvable

problems such as weather. Western man’s em-

phasis on harmony with nature, and enjoyment of

life with a minimum of struggle comes last. The

Polynesian takes these in the reverse order.

On this note the conference closed. It was

obvious that health professionals and health plan-

ners are working together in the Pacific Basin.

We must now get on with improving the health

of its people.

William J. Vandervort, M.D.

Dr. Vandervort was President of the Medical Society of Dela-
ware in 1973-1974. He is now Clinic Director w'ith the Veterans
Administration in Honolulu. His territory covers the Hawaiian
Islands, Guam, Samoa, and the Trust Territories.

Editor’s Note:

The SHCC in Delaware differs from the Pacific

Basin SHCC and most other SHCC’s in that it is in-

volved in certificates of need and not just approval

or denial of federal funds. Delaware’s Health Plan

has set up guidelines for making positive and nega-

tive decisions.

AIRPORT SHUTTLE SERVICE, inc.

HOTEL du PONT

WILMINGTON, DELAWARE

Authoriztd Ground Trtnsportation for til Mtior Alrlintt

LIMOUSINES
TO OR FROM

PH1LA. INTERNATIONAL AIRPORT

And All of Delaware and Maryland

•

Deluxe Door-To-Door Pickup Or Delivery At

Your Home-Office-Hotel-Motor Lodge . . .

FOR RESERVATIONS OR INFORMATION

(302) 655-8878
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Speakers on Speakers for January 1980 on the Tuesday radio program (11:35 a.m., WDEL)
“Ask the produced by the Medical Society of Delaware are: January 8, Perry L. Mitchell,

Doctor” M.D., Should I Go to the Doctor? The Three Most Common Reasons; January

15, Peter B. Panzer, M.D., Treatment of Acne; January 22, Helen Horstmann,

M.D., Foot Problems in Children; January 29, Jack C. Sallee, M.D., The Relation-

ship of Frequent Colds to Allergy.

In the News G. Dean MacEwen, M.D., Wilmington, has been elected to the Board of Trustees

of the National Association of Children’s Hospitals and Related Institutions, Inc.

Basilio N. Bautista, M.D., Dover, has been appointed to his second term as presi-

dent of the Philippine Association of Plastic Surgeons in America.

Howard Wilk, M.D., Wilmington, has been elected to the Board of Governors of

the American College of Surgeons as a Governor-at-Large from Delaware.

Impaired DO YOU KNOW AN IMPAIRED PHYSICIAN? THE MEDICAL SOCIETY

Physicians OF DELAWARE CAN HELP. Call Calvin B. Hearne, M.D., Chairman of the

Program Impaired Physicians Program, at (302) 654-1001.

CLINICAL NOTICES AND MEETINGS

State Health THE 6th AMA STATE HEALTH LEGISLATION MEETING will be held January

Legislation Meeting 3-5, at the Arizona Biltmore in Phoenix, Arizona. For further information, contact

the American Medical Association, Legislative Department, 535 North Dearborn Street,

Chicago, Illinois 60610.

American College The American College of Physicians will sponsor a five-day postgraduate course,

of Physicians WORKSHOPS IN THE PATHOPHYSIOLOGY, DIAGNOSIS, AND TREATMENT
OF ELECTROLYTE AND ACID-BASE DISORDERS, January 7-11, in Philadelphia.

It has been approved by the AMA Advisory Committee on Continuing Medical Edu-
cation and fulfills 26V£ hours of Category I requirements for the AMA Physician’s

Recognition Award. For further information and registration, contact: Registrar,

Postgraduate Courses, ACP, 4200 Pine Street, Philadelphia, Pennsylvania 19104. Tele-

phone: (215) 243-1200.
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In Brief

Medical Aspects A MEDICAL ASPECTS OF SPORTS SEMINAR will be held January 12 at John M.
of Sports Clayton Hall, University of Delaware, Newark, Delaware. The purpose of this seminar

is to present and discuss information on the prevention and treatment of athletic

injuries and to inform participants of current conditioning techniques for athletes. It

is being sponsored by the Division of Physical Education, Athletics and Recreation,

Division of Continuing Education, University of Delaware, in cooperation with the

Medical Society of Delaware. Registration deadline is January 7. The program is

acceptable for seven prescribed hours by the American Academy of Family Physicians.

Seven hours in Category I, Physician’s Recognition Award of the AMA, have been

applied for. For further information, contact: Nicholas M. Biasotto, Program Coordi-

nator, John M. Clayton Hall, University of Delaware, Newark, Delaware 19711. Tele-

phone: (302) 738-1171.

National Medical The annual meetings of the following Specialty Societies will be held as follows:

Specialty Societies SOCIETY OF NUCLEAR MEDICINE, January 25-28, Fontainebleu Hilton, Miami
Beach, Florida.

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, February 7-12, Conven-

tion Center, Atlanta, Georgia.

AMERICAN ACADEMY OF ALLERGY, February 16-20, Hilton, Atlanta, Georgia.

INTERNATIONAL ACADEMY OF PATHOLOGY, February 25-29, Hyatt Regency,

New Orleans, Louisiana.

UNIFORMS, INC.

Full line of uniforms featuring such name brands as

White Swan, Tiffiny, Whittenton, Barco, etc.

LAB COATS — CONSULTATION JACKETS

INTERN TROUSERS — SHOES (Nurse Mates)

HOSIERY

1140 BALTIMORE PIKE

Springfield, Pa. 19064

(215) Kl 3-4002

TRI-STATE MALL (Lower Level

Claymont, Delaware 19703

(302) 798-5387
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In Brief

Traveling Medical

Education Courses

University of

California

ABC Annual
Meeting

AMA—
Theme Meetings

AMERICAN COLLEGE OF CARDIOLOGY, March 9-13, Hyatt Regency, Houston,

Texas.

AMERICAN SOCIETY FOR CLINICAL PHARMACOLOGY AND THERAPEU-
TICS, March 19-21, Fairmont Hotel, San Francisco, California.

AMERICAN SOCIETY OF CLINICAL PATHOLOGISTS (Interim Meeting), March
20-27, Hyatt Regency, St. Louis, Missouri.

COLLEGE OF AMERICAN PATHOLOGISTS, March 21-27, Regency Hyatt, Atlanta,

Georgia.

AMERICAN SOCIETY OF ABDOMINAL SURGEONS, March 23-26, Chicago Mar-

riott, Chicago, Illinois.

AMERICAN COLLEGE OF SURGEONS (Interim Meeting), March 23-27, Sheraton

Center, Atlanta, Georgia.

The following programs are being sponsored by the Pennsylvania Medical Society.

The objectives of these programs are to review basic concepts and recent developments

in patient management encountered by physicians in their daily practices. The programs

have been planned for a mixed group of family practitioners, internists, surgeons,

pediatricians, and gynecologists. Each will meet the criteria for 16 hours of credit in

Category I of the Physician’s Recognition Award of the AMA. For further informa-

tion, contact: The Council on Education and Science of the Pennsylvania Medical

Society, 20 Erford Road, Lemoyne, Pennsylvania. Telephone: (717) 763-7151.

SKI—SNOWMASS, COLORADO; February 17-24.

GOLF-TENNIS VACATION, Mission Inn and Country Club, Howney-in-the-Hills,

Orlando, Florida, February 29-March 5.

VACATION—KAUAI SURF, HAWAII, March 19-26.

The Maternal and Child Health Program, University of California School of Public

Health, Berkeley, announces the following training opportunities for obstetricians and
pediatricians: BASIC TRAINING IN MATERNAL AND CHILD HEALTH, ADO-
LESCENT HEALTH, HEALTH OF THE SCHOOL-AGE CHILD, FAMILY PLAN-
NING, HANDICAPPED CHILDREN, COMPREHENSIVE CARE (AMBULATORY
PEDIATRICS), PERINATOLOGY, and DOCTORAL PROGRAM (DOCTOR OF
PUBLIC HEALTH). For further information, contact: Helen M. Wallace, M.D.,

Professor and Chairman, Department of Maternal and Child Health, University of

California School of Public Health, Berkeley, California 94720.

The Annual Meeting of the American Blood Commission will be held at the Mayflower
Hotel in Washington, D.C., on March 14. For further information, contact: Nancy
R. Holland, 1901 N. Ft. Myer Drive, No. 300, Arlington, Virginia 22209.

The AMA will present the first of its special “Theme Meetings” on CARDIOVAS-
CULAR DISEASE on April 10-23, 1980, in Los Angeles, California. For further infor-

mation, contact: Steven V. Seekins, Director, Public Relations, American Medical

Association, 535 North Dearborn Street, Chicago, Illinois 60610. Telephone: (312)

751-6600.
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In Brief

Perinatal Crises THE THIRD ANNUAL PERINATAL CONFERENCE will be held March 5-7, at

Waterville Valley, New Hampshire. It meets the criteria for 8 credit hours in Category

I of the Physician’s Recognition Award of the AMA. For further information, contact:

Office of Continuing Medical Education, Dartmouth-Hitchcock Medical Center, Han-
over, New Hampshire 03755. Telephone: (603) 643-4000.

The Southeastern The Southeastern Surgical Congress will hold its 48th ANNUAL ASSEMBLY, April

Surgical Congress 28-30, at the Marriott Hotel in Atlanta, Georgia. There are 28.5 hours of Category I

Credit available for this offering. The Congress will sponsor a postgraduate course

April 27 at the Marriott Hotel in Atlanta, Georgia. Eight hours of Category I Credit

will be offered for this course entitled PREVENTION, DETECTION, AND MAN-
AGEMENT OF COMPLICATIONS FOLLOWING ABDOMINAL SURGERW For

further information, contact: The Southeastern Surgical Congress, 315 Boulevard, N.E.,

Suite 500, Atlanta, Georgia 30312. Telephone: (404) 681-3733.

I

Financial Planning A session on PERSONAL AND PRACTICE FINANCIAL PLANNING FOR PHY-
SICIANS AND SPOUSES will be held May 2, Holiday Inn, Route 100, Box 1100,

Lionville, Pennsylvania. The program is being sponsored by the Pennsylvania Medical

Society, Medical Society of Delaware, and Medical and Chirurgical Faculty of Mary-

land. For further information, contact: LeRoy C. Erickson, Director of Educational

Activities, Pennsylvania Medical Society, 20 Erford Road, Lemoyne, Pennsylvania

17043. Telephone: (717) 763-7151.

Well
Help You

Reach Your Coal
Faster!

Let us show you how to establish a

program of systematic savings for a home,
college, vacation and retirement.

We offer two types of Passbook Accounts
and a variety of Growth Certificates on
income for your short or long term

investment plans.

And, a retirement plan for those who do
not have one.

Stop in today and . . . “We’ll Help You
Reach Your Goal!”

WILMINGTON 921 Orange Street 654-6179

PRICES CORNER 1304 Centerville Road (Open Friday until 8 PM) 994-0911

MIDDLETOWN 18 West Main Street (Open Friday until 6 PM) 834-5136

Accounts Insured to $40,000 by the Federal Savings and Loan Insurance Corporation

I OUAl HOUSING
LENDER

726 Del Med Jri , Dec 1979—Vol 51, No 12







not to circulate




